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In pneumonia 
‘Start treatment early 


the 
| | e 
Optochin Base 
treatment of pneumonia every hour lost in beginning treatment is to 
the disadvantage of the patient. Vafuable time may often be saved 


if the physician will carry a small vial of Optochin Base (powder | 
or tablets) in his bag and thus be prepared to begin treatment | 
| 


In 





immediately upon diagnosis. 


Literature on request 


MERCK & CO. inc. Rahway, N. J. 





























When the Vacation Is Over— 


HE “let down” feeling after a strenuous vacation is often a serious 
handicap tather than a trifle to joke about. Particularly in 
delicate individuals, those with a recognized constitutional diathesis, 
those with cardiac affections, the combination of fatigue and the extra 
effort expected in the Fall so lowers resistance as to noticeably increase 
susceptibility to respiratory infections or further organic. irspairment. ) 











In, such cases prescribe: 


Gray’s Glycerine Tonic Comp. 


(Formula Dr. John P. Gray) 


The prompt results will be improved appetite and assimilation, in- 
creased vitality, greater resistance to “colds” and their associated 


troubles. 
. Samples and literature will be sent to Physicians om request 


THE PURDUE FREDERICK CO., 135 Christopher St., New York 
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stand the pathology involved in order to work out the principles of tr 





For the sake of clarity we must differentiate the cases due to: | | t 
, oo ee ; } 
violence, and (2) indirect violence (usually hyperflexion ). 


Those due to direct violence scarcely enter our present discussion, 


direct violence sufficient to cause dislocation of vertebral bodies woul | 

irreparable damage to the cord, and almost surely cause immediate deat | 
Indirect violence, acting through the mechanism of hyperflexion, 

cases under discussion, is the cause of the pathology, which always i ; 











? 
, ~ 
A 
) 
Fic. 2.—Details of head-end of apparatus. Suspension head-strap with gauze n 1 ( 
soften the pressure. A similar arrangement made of two-ply moleskin, or heavy Z. O 
on the patient and can be incorporat te ise with le fort t 
(1) The spine and its accessories; (2) the cord and meninges : 
degree ; (3) nerve roots to variable degree. 
In each of these structural groups the resulting pathology 
fied as immediate and remote. j 
1. Spine. Jmmediate.—The most important element in the spu 
is the dislocation, as this to a large degree determines the amount 
to the spinal cord. 
Associated with this dislocation there is: 
(a) Nearly always comminuted fracture of the tips of the articu 
esses involved. 
(b) Always rupture of articular ligaments. 
(c) Always rupture of the intervertebral disc, frequently with 
one or both of the vertebral bodies to which it was attached. The bloo 
to both the disc and the vertebral bodies is seriously impaired. 
(d) Frequently comminuted fracture of the anterior edges ot the vert 
} 


bral bodies. 
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2. Corp. J/mmediate——The cord may be merely contused; may be 
pletely severed or may suffer any degree of injury between thes 
extremes. There may be hemorrhage—usually punctate (or gross, rar 
Within a few hours post-traumatic cedema occurs, varying with the degre: 
injury. The dura rarely shows gross d 
age except when punctured by a bony 
ment and this happens infrequently 
a ; 1 ae * : } 
he pia-arachnoid is damaged i1 
more severe cases, with resulting hee 
rhage, and subsequent adhesions to 
i 
and dura. 
The cord fibres which are ruptur: 
the primary injury undergo perm 
. « 7 ; 
degeneration; the other fibres may 
temporary or permanent loss of fu 
because of swelling due to hzemorr! i 
. ° . i 
cedema within the cord causing pr: 
against an unyielding dura; or be 
continuing external pressure from } 
dural clot or displaced bone. ¢ 
Fic. 4.—(Case II.) Before reduction. pressure, when sufficiently severe, 
Dislocation of the fifth cervical forward or Ay 
the sixth cervical vertebra. Note locking of IN permanent degenerative chat owes l ' 
articular processes and that extension at first a : 
must be forward to unlock them with the cord structures. 
minimum force and traction. Remote. \side from the persi 
sults of damage to the cord by the primary 
injury and the secondary hemorrhage and ) 
: j 


cedema, there is one other important source 
of remote pathology : 

When the cord has escaped entirely, or 
almost entirely, and has recovered, but the 
bone deformity has not been corrected and 
prevented from recurring by proper treat- 
ment, after a period varying from a few 
months to a year, there is lik ly to develop 
a transverse pressure myelitis of the seg- 
ment of cord which rides over the back- 
ward-projecting upper margin of the body 
of the lower vertebra and beneath the pos- 
terior arch of the vertebra above, with cor- 
responding loss of cord function. 

3. Nerve Roots. /mmediate-—The two 
nerve roots emerging between the two ver- 
tebre involved are nearly always injured. 
As the majority of dislocations involve the 
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Fic. 5.—(Case II.) Reduction first tim 
Note that intervertebral dis« limir 1 ir 
thickness znd articular process not 
quite seated home 
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sms which may be postulated. One is that the distortio1 
is suthciently great to injure the cord, and then is 
reduced. ‘This is 


: 7 hy | thatical ‘ 
a purely nypotnetical exp 


ut which cannot be proved or disproved. 


he cord is pulled forward and tensed by the 
bumped against the 
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angulation of the bone at the level 


This seems a more valid explanation because of the following facts 


1. The cord is 


chored at its upper end by the structures at and above 
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the foramen magnum, and by th 
cervical nerves which pass out of the 
almost at right angles to the cord 
lower end is anchored by the 
minale. 

2. During laminectomies it is 
able that some cords are less movab 
others, t.¢., strung more tightly bet 
the ends. 


3. As the spine is flexed t 
between the two attachments of thx 
is increased, and the cord natur: 


forward in the canal to seek th 


distance between its two ends 
same reason the spine is well flexed 
the caudal nerves forward out of 
in doing lumbar puncture for the 
purposes of diagnosis and treatm 
j. Certain cases have been re} 


which serious loss of cord functi 





followed injury associated wit! 


Fic. 7.—(Case II.) Four years after 
duction, showing “ossfcation Between bodies flexion of the spine, but without 
vertebra. Note the extension downward of —— » Iees ot . . Bae 
the anterior lip of the fifth cervical. Inter coverable lesion of the bony piri 
vertebral disc almost gone. It is obvious that the relatively tens 


cords would be the ones to suffer most. 

Not infrequently a case occurs in 
which there is marked impairment of 
function in the upper extremities due en- 
tirely to damage of the nerve roots, with 
evidence of cord injury entirely absent or 
very slight. This emphasizes the necessity 
of keeping clearly in mind the two types 
of nerve tissue damage in order to arrive 
at the correct diagnosis. A capable neu- 
rologist should always be called in con 
sultation. 

Damage to the cord is indicated by 
impairment of function below the level of 
the injury. This impairment may range 
from very slight to complete loss. Except 


in cases of complete loss there is usually 





unequal involvement of the two sides as 


to both sensory and motor function, this  yyte ¢ 


extreme torwart 
ing of the fifth cervical 
of articular processes 


depending on the distribution of the dam- 
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FRACTURE DISLOCATION OF THE CERVICAL SPIN] 


age which the trau has caused in the 
various conducting paths of the cord. 


Damage of the nerve roots is usually 


confined to the two w ich emerge between 
the two vertebrz 1 Ived hey are com 
pressed and lacerated between the dis 
placed bones all d paralysis in the 


1 


root dist (110) ppear and the reflexes 





of the muscles sup trom these roots 
are diminished o1 ent, according to the 
degree of injury. It the bony compression 
is not relieved, a partial loss of function 
in these nerves 1 become complete 
These nerve root injuries do not cause 
definite SCHnSOTY cl [ irbance 5 because no 
one of these nerve pplies exclusive sen 
sation to any are 
One most important fact must be 
stressed ; when there is, primarily, im, ae ea henge 
complete loss of cot tunction below the 
level of the lesion, it is impossible to determine at once whether there is 
merely a complete iological transverse block, or a true anatomical trans 
verse lesion In Man Cases there IS a Pal 


tial anatomical lesion, with complete phvs 


al block of the remainder of the 


PREATMENT \s before stated th 
chief aim of treatment is the restoration 
d protection of nerve functio1 he 
rst principle of treatment in a fresh casi 
is to avoid causing additional damage he 
history of the accident, the pain 11 the 
neck, and the visible evidences of disturbed 
function of the cord and nerves should 
suggest the ciagnosis. Turning the pa 
tient, manipulating the neck, head, etc., to 
vet corroborative evidence is not only 
paintul but adds to the patient’s risk. Evi 
dences of sensory and pyramidal tract dis 
turbances may be obtained without danger 
Good X-ray plates give perfectly satisfa 
tory evidence as to the bone distortion and 


can be taken with practically no manipula 





tion of the patient, with modern portable 
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duction. In plastes ee apparatus. Immediately after the accident 
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the patient should be placed on 
stretcher, being careful to move the 
ders, neck and head in one piece as 

as possible. Pillows or cushions und 
head are undesirable because of thei 
dency to increase the dislocation. | 
same reason, a sagging or hat 
stretcher is bad because of its tende1 
flex the spine and exaggerate 

formity. 

He is transferred to a flat b 
portable X-ray machine is used 
plates being much more signifi 
the anteroposterior ones whicl 
give no adequate idea of the distort 

With the diagnosis verified, th 
principle of treatment is to re 
various anatomical structures to th 





mal relations as nearly as possibl 


Fic. 11.—(Case III.) Six weeks after re 
duction. Stili in case and alignment per 
tect. 


restoration minimizes the imme 
prevents the remote injury to the 
tissues, by removing the continuous pressure of the displaced bones 
cord and nerves. 

The third principle consists in fixation of the spine from the lumb 
up to the skull, so applied as to cause some elongation and backw 
sion of the cervical spine above the level of injury. This fixation 
tinue until bony union occurs as previously 
described, and this usually requires twelve 
months. 

The application of these principles, by 
a method to be described, will result in 
practically perfect restoration of anatomi- 
cal relations and the best possible condi- 
tions for such spontaneous recovery as is 
possible in the damaged nerve tissues. The 
sooner after injury the restoration is at- 
tempted, the more easily and perfectly will 
it be accomplished. The only element of 
danger still to be faced is that of the 


cedema of the cord which follows these 





injuries, and may develop to such a degree 
as to menace that portion of the cord not Fic. 12.—(Case III 


. : , onte.* . after reduction, with the é 
irreparably damaged primarily. This fac- tension apparatus. Note th 

: : a _ ” interior portion of intervert 
tor will be discussed later. Kot the pres- tilting forward of upper spine 
slight angulation. Note al 
ossification between the tw 


ent, suffice it to say that the anatomical 
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Another assistant may be necessary to keep the patient’s body balanced 
narrow metal strip between his scapule. 
When everything is ready, the operator applies traction on the necl f 


old 


cles, gradually and increasingly, by backing his body away while | 


neck between his two hands, thus maintaining absolute control of th 


procedure. The traction is at first exerted in the axis of that portion of 


cal spine above the injury so as to unlock the articular processes « | 
damaged vertebra. After traction for a period varying with the strengt 
and degree of spasm of the neck muscles (from five to ten minut 
neck will be felt to elongate gradually, the bones to unlock, and th 
} 

; 

| 

| 

} 





Before 
Fic. 14 Case V.) Left-s lislocation of fourth cervical on fifth cet 
Note the wedge-shaped compression of fifth cervical, the comminuted fragments projecti: f 
the displacement of the body backwar nto the canal Mid-picture The alignment 
vertical suspension (in asso n with Dr. J. J. Moorehead). Right-side pictur: It t 


lays after reduction. 


~ 


head and upper spine are allowed to sag gently downward while still 


g 
traction until reduction is accomplished, the operator’s hands assist 
propping the lower segment of the cervical spine posteriorly and manipt 


necessary, 


the upper segment gently with the thumbs anteriorly, if 
plete the reduction. 

:; ; ' : 
Sometimes by the patient who feels the 


(h) b 


Reduction is indicated: 

slide into place, with immediate relief of previous discomforts : 
| 

proper alignment and spacing; (c) by a plate 


ing the spinous processes in 
| developed while the patient 1s retain: 


taken by a portable machine an¢ 
the table. This last is always done as a check. 

\s soon as the reduction is verified, a good orthopeedist should apy 
well-padded plaster-of-Paris jacket (previously described) while the 
maintains the head and neck in correct position. This jacket should 
moderate extension of the neck between the shoulders and occiput 
with slight backward flexion of the head and upper part of the neck t 
any tendency to recurrence, or to undue erosion of the anterior porti 
the damaged vertebral bodies. 
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be 


overriding 


Fic 17 (Case VII.) Thre weeks 
after reduction while in a steel |! a) 
sification is apparently pres« 
anterior margins of ‘he tw t \ lev: 1 
parently his osteoarthiritic t elevated So 


hastened his funct 


traction. 


the cord has shown but little evidence of 


damage, then fixation by brace should be 


used until ossification has occurred. If, 
during this time, evidences increasing 
cord involvement appear, usually indicated 
by advancing spastic paresis, decompres 
sion by laminectomy is indicated. (An in 
teresting and ingenious ambulatory exten 
sion apparatus devised by Dr. J. E. J 
King is referred to in Case V1.) 


O pi i op ration 


in the acute stage of 
these injuries must be mentioned, chiefly 
to draw attention to its very great dangers 

1. The handling necessary to postur 
ing the patient on the table for operation, 
and returning him to his bed, involves 
great risk of added damage to the cord, 
especially as the attendants are not likely 
to have had much experience in handling 
such cases. 

2. The takes 
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of nerve root). When seen at the end of nine years there was much less but 
spasticity. The hypzsthesia of the index finger had disappeared. 
Case II.—J. F., male, twenty-seven years of age. Previous history: recurrent 


cations of the left shoulder and both patellz following injuries. Forward dis] 


fitth cervical on sixth cervical while wrestling on February 23, 1920. (Fig. 4 
pain on movement of head and neck. Marked, though incomplete, motor 

loss in both upper extremities with pain in the neck and shoulders (brachial pl 
injury). Very slight sensory-motor disturbance in the trunk and lower extremi 
increased knee-jerks and ankle-jerks. Babinski absent, and Oppenheim | 
slight cord injury). No loss of sphincters. Reduction without 


esent 


sides (1.¢., very 
March 3, 1920. He felt the bones slip into place in about five minutes, sai 
had stopped, and the arms moved more freely. (Fig. 5.) 

The plaster jacket was applied. After a week it became irksome, 
and a lighter one substituted. On Mar 
leather collar was substituted 
home. 

March 23, 1920 (twenty days), filn 
a recurrence. He had removed the ¢ 
instructions 


March 26 a second reduction vw 


plished and jacket applied. A spinal | 
jury-mast and head support was sul 
the jacket. 

June 16, 1920.—Complete recovet 


tion, power and sensation except 
tion of backward movement of right 
June 19, 1920.—Films showed 
rence, 
June 24, 1920.—Under local ana 


laminze of fifth cervical and sixth 


tebrze were exposed. Manipulatior 


slight reduction and this could be ri 





by heavy silk sutures encircling the spit 


: hg * ae A uM Vill.) 7m months esses and laminz of the two vertebra 
iitter reau 1 \iovements oO hea at 
neck perfectly normal, No pain or tender rent dislocation seemed to be his habit 
ness 

March 17, 1921 (one year after 


there was bony union between the two vertebrze and the brace was discarded 
and 7.) 

The recovery of sensation and motion was complete. There was slight incré 
knee-jerks but no sign of spasticity in the gait. 

Case II] L. Z., female, thirty-five years of age. October 25, 1922. Thr 
an automobile and landing on the back of the head she suffered complete | 
function from sixth cervical downward. There were great pain and spasn 
muscles up to the time of reduction. 

October 26, 1922 (twelve hours after injury), all motion lost below si» 
segment; sphincters paralyzed; reflexes absent except slow plantar flexion of 
toe. Sensation absent except for vague pain on deep pressure of the calf mu 


f great toes. The film showed extreme dislocation of 


forcible extension « 
on sixth cervical. (Fig. 8.) Respiration was entirely diaphragmatic. 


October 27, 1922.—Ether anasthesia because of pain and muscle spasm 
and the patient's insistence. Reduction was readily accomplished (Fig. 9) an 
applied. The pains and spasms ceased at once. On the sixth day the toes 

foot, and the left great toe moved. Within three weeks respiration was agai 


' 


thoracic. On the fiftieth day she recovered bladder control. In three me 
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ALFRED S. TAYLOR 


Because a proper fracture table was not available the boy was held in 


on a stretcher, the headpiece was attached to an overhead pulley and his b« 
to be the counterweight No anzsthetic was used. After a short per! 
reduction was accomplished (Fig. 14) and the plaster jacket applied 
recovery of cord function 

On the third day an automatic bladder was established. On the fiftl 
developed and he died on the sixth day. 

Case VI.—R. S., female, fifty years of age. (Courtesy of Dr. J. E. J 
uary 22, 1927, she fell downstairs landing on her back and head. There 
stiffness in the head, neck and back for two or three days. Ther 
and some hypesthesia over the leit deltoid. After three days all sympt 
except the deltoid disability and hypzsthesia, and slight pain in the nec] 


conscious of any serious disturbat 


sought no advice, and did het 


usual. 
After SIX weeks she soug! 
f persistent pain. Films ( 
dislocation of fourth cervical 
with posterior edge of 1 


anterior edge of fifth cervi 
a ” 
minuted. (Fig. 23.) [het 


ing of the left side of the b 


There Was a depress! 1 wl ere 
cal spinous process should 

Was sh rt ind tl ick Phe lett del 
pareti and atri phied and there 


of hypzsthesia over it (nerve 1 
There was a suggestion of we 

nal rotators of the left humeru 
tors of the forearm. The only evid 


of the cord consisted of ¢ 





suprapatellar and Achilles’ jer] 


Fic. 22 Case IX.) Taken on t le tible ankle-clonus on the right 
soe » duction lain w J P . mn ie 
i. iN “ a | rei f ; Because the positions « ‘ 
hevec ote the Imo er fe 
sixth cervical vertebra and t bre favored the development of 
mation to the fract ’ 


litis from pressure (already b 


pletion of the dislocation with trans-section of the cord by some m 

was advised, in spite of tl eks which had elapsed. Doct 
pension headpiece of moleskin plaster, which is softer and smoother tl 
headpiece, and rigged a tall nd tackle which was fastened t t] 

patient was seated on a low stool directly beneath it. Increasing tract 
seated body acting as counter we ht, gradually stretched the muscl \ 


finger manipulation was used to tavor reduction and a film was tak 


progress but not satisfactory r¢ tol \fter five minutes more of t1 
lation, a film showed fairl itisfactory reduction. (Fig. 24 he 
applied. During the process nzsthetic was used. She lost cor 


seconds four times 

That night, because the patient complained of pain in t 
house surgeon cut away the entire chin support of the plaster jacket 
allowed partial recurrence of the dislocation. (Fig. 25.) 

She refused another immediate reduction with the fall and ta 
devised a very ingenious brace to cause constant traction upward on tl 


The body of the brace was fastened to the shoulders and chest as a found 


on each side of the head were united by a cross-piece well above t 
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the spine showed marked osteo-arthritic changes especially in the lumbar verte! 


sacro-iliac joints. The head was carried somewhat rigidly forward and moveme: 
pain and grating sounds. There was marked tenderness over the lower posteriot 
spine and the anterior neck muscles were rigidly held to prevent movement 
marked pyorrheea. 

He was a short, heavy, muscular man with a large abdomen, in good genet 
tion. Movements of the shoulders and elbows were normal and had good px 
right wrist, thumb and first two fingers had fair movement and power. The 


little fingers had only slight power of flexion. The reflexes were normal. The 1 


and hand were practically powerless. 
The reflexes of the upper muscles of the left extremity were more act 
right. The left lower extremity w 
but movement was good. Babinski 
present on the left. The deep reflex 
lower extremities were exaggerated [ 
There was disturbance of thermal s« 
the right lower extremity. It was evi | 


there had been damage both to th 
some roots ot the plexuses 

Inasmuch as the bony distorti 
to cause continuous undesirable pres 
the cord and nerves, it was decided 
reduction, in spite of the long inter 
the injury, and the generally unfay 
ditions. 

April 4, 1928 (almost nine weel 
jury), he was given a preliminary 
phine, and reduction was attempted. A 
the neck muscles resisted vigorous! 
relaxed and after ten minutes 
sufficiently to favor reduction. Thi 


so thick that palpation gave no 





Therefore the head and upper ne¢ k wert 


Fic. 25.—(Case VI.) Recurrence three day backward so that reposition ought t 
after reductiot1 v 
films were taken. The third plat 
fifth and sixth vertebrz and showed practically perfect reduction. (Fig. 16 \ 


case was then applied. 

He complained of the case bitterly, developed a “wet-brain” and then pneut 
that the case had to be removed. When these complications had finished a br 
applied, but again caused bitter complaint. Meanwhile films showed the neck st 
in perfect condition, the right hand had made rapid improvement and the lett 
improved definitely. (Fig. 17.) After about five weeks he discarded the br 
advice, and took the masseur with him into the country for the summer 

In the late fall of 1928 he reported that he was again playing tenn 
his walks. His left hand was not entirely recovered. When fatigued ther 
sional twitchings in the leg muscles. As he has not returned to the city 
examination no detailed status can be given 

Case VIII—J. A., female, four years of age. July 16, 1928, she fell d 
cried from fright and then played as usual. Two days later the mother not 
held her head a little crooked, facing left, and that washing her face, brushi 
etc., caused pain in the back of the neck. 

July 19.—X-ray films showed slight forward displacement of second cervical 


cervical. (Fig. 18.) From the attitude of the head, and the slight displacement 
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Cases V and IX obviously had transsection of the cord. Case \ 


five days. Case IX lived for months with no signs of cord recovery 
Case III with very serious primary damage to both cord and net 


recovered sufficiently to get about comfortably and has been back at het 
since six months after her accident. 


Case IV had no signs of damage to cord or nerves. The primat 


tion (7) relieved her local pain on respiration, and her dysphagi: 
not return with recurrence of the deformity. She is now perfect 
except for fusion of her two vertebrz in distorted relations. 
SUMMARY 
Fracture dislocation of the neck is increasing in frequency 
motor accidents. 
Etiology.—Hyperflexion of spine due to indirect violence ; fall 


buttocks ; weights falling on head, diving accidents, ete. 


Pathology.—Bone and associated structures. Dislocation 


more or less comminution ; tearing of ligaments and muscles: d 


vertebral disc. Pressure absorption of disc and erosion of dan 


where in contact. Final ossification between the damaged verteb1 
Cord—No damage at all; contusion of varying degre 
division of cord. Leptomeninges usually damaged. Dura ust 


1 1 


(edema occurs in a few hours if cord is damaged, and 


the unyielding dural canal tightly will cause degeneration of th 
bony distortion continues pressure of the cord against prominent 
cause transverse myelitis. 

Nerve Roots.—Usually contused between the two involved vert 


if pressure is not relieved deg neration may occur 
The amount of dislocation does not determine the degree of 
to the cord. There may be marked dislocation with no signs of cot 
injury; or slight dislocation with serious cord injury. 
Differentiation must be made between signs of nerve root 


injury. Usually both are present at the same time 


Diagnosis depends on tl history of the accident; the lo 


the neck, including evidence of lateral films: and signs of 


nerve function. 

Treatment.—Primary operation is contraindicated. Cases devel 
of beginning pressure myelitis after fusion of the vertebrz in | 
require spinal decompression 

Reduction by the method presented is simple, safe and efficient 

Systematic physiotherapy is indicated. 

Fixation is best continued until ossification between the two vertel 
occurred. This minimizes the absorption of disc, the erosion of 
and consequently the ultimate angulation of the spine. 


Results —In form and function, considering the type of cases, see 


340 








OBSERVATIONS 


ON IMPAIRED SHOULDER 
METHODS OF TREATMEN'I 


By DonaLp Gorpon, M.D 
N Yi N. } 


341 


| 


N( 


PION 











DONALD GORDON 


nor do they appear of such importance as to arouse any special ent 
in investigators who might help clarify the cause. You all have seet 
suffering, disability, and economic loss from impairment of shoulder: 
of such degrees as would warrant more attention to the problem than is 
afforded the individual patient. 

The shoulder or scapulohumeral joint is the proximal end and cer 
re tation of one of the long¢ St levers in the body. The joint, by reasol 
ball and socket character, has many extensive movements. The long hi 
member is attached to the scapula which is a relatively short and frs 
ing bone with extensive surfaces for muscular attachments. The 
ligament which unites the two bones is a tubular investment of the 
strengthening reénforcements. It is of such length that, unsupported 
cular action, the joint surfaces can be separated a distance of almost 
[his redundancy is necessary to permit the extent of movement tl 
take place in the arm. The function of the ligaments is to stop extret 
movement while still keeping the articular surfaces together; but do 
any way determine the specific direction within the normal movement 
joint. The insertion of the capsular ligament and muscles determi 
tre of rotation of the arm at a point in the head of the humerus 
roughly makes for an extremely short-balanced lever of the first 
class, upon which the activating muscles must exert their pull. Th 
ference in length of the proximal lever and the distal lever bring 
tors which are most important. 

The work done by the muscles moving the shoulder joint is vel 
in even lifting the arm. By reason of the large amount of work they 


perform due to this arrangement, any added weight in the hand wl 
to be lifted increases their work, and places upon their bodies and 
really tremendous strains, or vice versa, as when the body 1s lifte 


“chinning” feat of the athlete. The degrees of these strains should be 
ered in relation to the amount of pressure they cause upon pait 
articular lesions. Codman * has placed the fulcrum of this long and 
as a gliding one in the glenoid fossa. 


With the body standing erect, the upper limb hangs at the 
the body is bent forward with relaxed shoulder muscles, the limb | 
pendulum, it can and will swing as would a weight suspended by 
if the body is swayed. This entails no muscular action of the should 
cles except suspension support. With the body in the horizontal posit! 
limb at the side, as when a patient is lying in bed, the pendulum char 
the lever is lost. In this case any voluntary movement of the limb nec 
the lifting, support, and movement of a long and heavy lever by a vet 
one. One must visualize the fixation group and the activating group « 


cles, each of which is put under a great strain by movements of the 


limb in this position. If the upper limb is abducted with the bo 
upright position, one can readily see that the working strain of the 


starts at practically zero. As the limb passes through the are of abduct 
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Muscles are of little use in activating an ankylosed joint, but the 
great service to the impaired joint. As it is with the iatter we ar 
the importance of preserving muscle function for the purpose of 

the preservation and restoration of disturbed function of the should 


prime importance. Many of the principles applied to the shoulder 


to hold good for most other joints in the body to which I have had 
tunity to apply them. 
\n intra-articular, peri-articular, or extra-articular painful proc 
near the scapulohumeral joint will, through the joint’s protective me 


put the muscles moving this joint into spasm; but not those of 
thoracic joint, as the latter has no protective nerve mechanism. T| 


voluntary, but is mostly involuntary. When this spasm is maint 

sufficient period of time, the muscles in spasm go into contracturé 

which are not under traction, or whose normal tone is not overcom¢ 

antagonists, or are not kept in voluntary movement even to a slight } 


11 


tend to develop this contracture. A simple and familiar illustr 


dropped foot of the polio case, or the plantar flexion of th 


erly treated cases of fracture of the femur or leg 


I am led to believe that muscles about the shoulder joint, 


tracture, are painful, though | know of no other example in 
reason for this pain, I have not been able to explain to my sati 
best explanation I have is, that it is a myositis of some form; 


certain, from my observations, that the pain which accompanies 


tracture about this joint is relieved by stretching these muscles to 

degree. If the contracture is causing pain when these muscles are r¢ 

normal, or near normal length and function, the pain is usuall 

of course premises that the original condition which instituted th 

has been cleared up. } 
An example of the extra-articular lesion is the stiff shoulder 

left after a Colles’s fracture, where there has been no injury to t 


der; but the patient has endeavored to immobilize the foreart 
the shoulder. 

The best example of a peri-articular lesion is the simple, 
acromial bursitis which, if given rest by appropriate treatment, leav: 
effects ; but if the patient has to prevent movement and pain in the 
muscle spasm, when the bursitis is well, an impaired shoulder is | 
muscle contracture with pain referred to the insertion of the deltoid 


One of the common causes of impaired function of the shoul 


treatment of fractures of the humerus in a way that maintains the 
at or near the side of the body. Treated in this position, the addu 
of muscles develop atrophy of disuse, and also go into contractut 
elevator group, deltoid and supraspinatus, develop atrophy of disus 
not contracture, as they of necessity remain at their extreme lengt! 

When one compares the relative bulk or cross-section of the muscl: 


t 


hold the arm at the side, and which are shortened. with the cross-s 
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more complex action occurs. As a simple example, where the arm is al 

to the horizontal, leaving out the action of the scapula, it is raised 
deltoid and supraspinatus contracting, while the muscles which ord 
depress it, subscapularis, pectoralis major, latissimus doris, teres m 
relaxing to permit the upward movement. At the same time these mus 
acting, the plane of motion is determined by the other group of muscl 
as guiding ligaments, and in this instance a portion of the guiding or 
muscles are aiding in the work as movement muscles. In other word ere 
are muscle groups which during movement of the arm in one plan 

the lateral ligaments of a joint which has only one plane of movement 

next instant these same muscles have given up their fixation functi 


are acting as the groups which move the limb in an entirely different 


, +] 


If one will visualize vertical and horizontal planes of movement of thi 
ulohumeral joint at right angles to each other, one can readily appreci 
in circumduction through various angles or curves, there is a gradual t1 
tion in the action of these two contrasted groups of muscles at every 
of the arc of movement. This calls for a Cf Ordination between the PTOU 
tracting to make the greater part of the movement, its antagonists 
groups acting in the movement as fixation muscles or ligaments, eac] 
on the work of the other as the action progresses. In circumduction 
plexity of this coordinating mechanism and its swiftness of actio1 
movements, as pitching a ball, is a thing to marvel at, especially w! 
direction of the pitch is under control. In a joint of such complex mec! 
a slight degree of contracture will interfere very quickly with functior 

With the above principles in mind, it remains to use them if we 
prevent conditions which may arise in proximity to or outside the 
which tend to impair its function. To make use of these principles 
venting prolonged stiffness of the shoulder, one has to divide the proble: 
several classes. 

A temporary extra-articular process distant from the joint in wl 
patient aids the comfort of the afflicted part by holding the shoulde: 
to immobilize the limb, requires that the painful process be adequately 
and the forearm be supported by a sling; that the patient be instruct 
vate the limb to its full vertical position as many times daily as is n 


to prevent contracture of the shoulder developing from protective spas 


f 


class includes infections of the hand and forearm, fractures of tl 
tain processes in and about the scapula, as bursitis and spurs. 

In peri-articular lesions in proximity to the scapulohumeral joint 
are painful and produce as much pain and spasm as intra-articulat 
choice of procedures is afforded depending upon the severity, duratio1 
disability of the process. These measures are either ambulatory or not 
latory. Distinctive of this type are the acute inflammations of the brus 
the joint or the unexplainable lesions which cause the “irritable 
of Lovett”. 

I use for the treatment of these a simple bandage sling, large axillary pad 
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[he diagnosis is made on a careful history and examination. The 


ments should be very slow and gentle. The scapula should be sté 


one hand while the other grasps the elbow and rotates the humeru: 


lf there is any motion in the scapulohumeral joint the degrees of 
less movement existing in all directions should be compared with the 


side. Presence of this motion tends to exclude ankylosis. 


The examination should include having the patient turn his bacl 


examiner, then abduct and elevate both arms as the examiner holds 
angles of the scapulz between the thumb and index fingers. This 
the action of the scapulohumeral and scapulothoracic joints of 
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simultaneously. In the examination of the patient, if there is 
present, resisting this movement as it is made with slight pressur 
examiner will necessitate that the patient involuntarily fix the s 

he can exert any antagonistic pressure. In these cases pain 1s usuall 


to the site of insertion of the deltoid. If traction on the elbow rel 


pain, it is significant that it is caused by muscle spasm or contractut 


patient is placed in the supine position on the examining table, th 


border of the scapula is fixed with one hand while the arm ts very ge 


as slowly as possible moved in a sagittal plane with the forearm fh 
the operator’s forearm. This is painful and should be done fot 

a very slight degree only. This tells the operator degrees of 1 
whether the muscles stretch at all, and if they do, how much; th 
resistance of the muscle and the muscle’s quality. There may be vet 
movement in certain directions, as mentioned before, greater that 


and it can be determined easily that movement 1s limited by muscl 


When the history and X-ray exclude articular or marked pert 


bone changes, together with the examination confirming that loss o1 


is due to muscle contracture alone, part of the treatment 1s 


: je 
ry ve 1] ( 
ing of the contracted muscles. This should be done once or twice a 
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In cases in which it is desirable to aid the group of elevators or abdu 
to develop by active movements during a minimum of work, I have the | 
lie down on his back, the arm is then suspended in a sling supporti: 
weight of the arm as it rests at his side. The suspension point of thi 
must be high to give the sling a long arc of movement. The patient th 
move the arm laterally, or abduct it without having to support its weight 

For the pain that is present in so many of these cases that th 
frequently diagnosed as neuritis, I find aspirin and phenacetin cot 
most helpful. 

Local Measures—Nothing in my experience compares with hot 
stupes, applied very hot over the whole shoulder and upper arm for 
minutes each day. 

Wassage 1s Next—This must be given with the greatest gentlen 
the painful cases, and not too frequently. | have seen these cases mad 
tinctly worse by what the masseuse thought was “gentle massage’. M 
should be given after the moist heat. Massage is best given every other 
Dry heat comes third in efficiency for pain. 

Electricity —In the form of diathermy has been disappointing 
though I am still open to conviction, and am still trying it. 

Recovery from the shoulder disabled by muscle contractures is so sl 
tedious, that anything which can be done to prevent it should be instit 
early. Although I attempt to do this in every case which I anticipat 
develop this condition, and keep it constantly in my mind, and 
I believe I avoid a great deal of trouble, | cannot secure perfect result 


all cases. One understanding these principles and making use of tl 


believe, can restore function more quickly to a shoulder than where th 
not used. 

In the course of treatment, | have found the following very trying 
cooperative patients, ignorant patients, rheumatic tendencies, weather cl | 
occupational strains, and find one has to adjust and arrange the administ: 
of treatment according to the reactions that develop from these factors 

REFERENCES 
Hilton’s Law: Gray’s Anatomy, p. 1039, 1913. 
Codman: Subacromialis Bursitis. Massachusetts Medical Society, June, 1908 
Gordon: Subacromialis Bursitis. Practice of Surgery, Lewis, vol. II, ch 
‘ Starling: Human Physiology, pp. 378-671, 1912. 
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Retroperitoneal He orrhae without Kidni V Tnju ‘| hi 
included two cases; one patient being a child, twelve years of age, v 
been hit by an automobile. The urine findings were negative \ 


of intra-abdominal injury was made and laparotomy performed, 
retroperitoneal hemorrhage without hemorrhage in the abdomi 
\n uneventful recovery followed. The second case was that of 
days old, who had been a difficult breech extraction, with Erb’s 


left arm. Examination revealed a mass the size of a lemon in the ri 


of the abdomen. There was no visible peristalsis and on rectal exat | 
the mass could not be felt, nor was blood detected. A pre operative 
of intussusception was made and on opening the abdomen the right 
was found torn loose with a retroperitoneal hemorrhage. The p 
had been torn posteriorly and some blood clots, about a cupful, wer 
in the abdominal cavity without active bleeding. The abdomen was 


layers and the gatient died two hours later. 

Cases of retroperitoneal haemorrhage may produce symptoms 
abdominal hemorrhage, or the rupture of a viscus. In making a 
is very important to consider the site of injury, and if the injury 
over the kidney, or lumbar region, one should suspect a retrope: 
hemorrhage as a most logical diagnosis. Of course, if there is het 
can be more certain of the diagnosis. \pparently, the retrope: 
hemorrhage stimulates the sympathic nervous system causing 
ileus with the symptoms referred to the abdomen. In cases of rupt 


1 


the kidney, or in retroperitoneal hemorrhage without kidney d 


' 


servative treatment is the treatment of choice. 


Intra-abdominal Hamorrhage.—There are usually two causes 
rhage in the abdominal cavity lt is due either to rupture of the | | 
rupture of the spleen. | 
Ruptures of the Live [here were seven cases of ruptur t 


series, and of this group four were operated upon, with two deaths 
cases no active bleeding was found at the time of operation, but tl 


found full of blood clots. In the two cases that died, each had a pre-ope! 


of ruptured liver. One patient, thirteen years of age, was admitted | 
with a blood pressure of 60. A transfusion of 250 cubic centimetres bl 

and the blood pressure raised to 90/60. The patient was operated upo1 

sure fell to 64. There was no active bleeding at the time of operati 


transfused with 400 cubic centimetres of blood immediately following op 


blood pressure was again raised to 90, but the patient died twelve hours 1 
patient was a man, forty hve years of age, in moderate shock with pre-opet 
of rupture ot the liver \n ¢ ploratory laparotomy was pertormed 


bleeding was found at the time of operation and the patient died te: 


were three cases which were not operated upon, two of which lived and 


patient was a child, seven years of age, who had been struck by an automobi 


in marked shock with thready pulse and board-like abdomen. The patient 


vomiting and dulness over the right lower quadrant \ diagnosis 
was made and the patient was not operated upon. After three days 
symptoms had mostly disappeared He remained in the hospital tei 
. - . ' 
discharged cured. The second case was a man, thirty-two years of age, 
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Treatment.—In ruptures of the liver conservative treatment is mot 


able than an exploratory laparotomy, as surgery is of no avail in rupti 
the liver, for usually the hemorrhage has stopped and is started a; 


the surgical intervention. In ruptures of the spleen I think that one 
from this small group that two of these cases would have made an un 
convalescence if they had not been operated upon, as the hemorr! 


stopped before operation, the injury having occurred twenty-four 


before. I cannot help but tcel that these patients should not be oy 


upon immediately, but should first be treated for shock and their 
condition watched, and a laparotomy performed if their cond 
mands same. 

Ruptures of a Hollow Viscus—In these cases one is dealing w 
ture of either the intestine, the bladder or the stomach. 


Ruptures of the Intestine There were twelve cases in this series 
group two patients were not operated upon, one being a man, sixty years 
extreme shock, who died fifteen hours after admission. Post-morten 


revealed a rupture of the small intestine and fracture of the base of 
second case was a woman, forty years of age, who had been struck by 
twenty-four hours before admission. She was treated by a privat 
referred to the hospital twenty-four hours later and died a few hours 
Post-mortem examination revealed a rupture of the jejunum, fractured 
and laceration cf che pleura. There were ten cases that were operated 
which lived and seven of which died. Of the three cases that lived, two had | 
twenty-four hours before operation, and in all three cases the rupture was 
ileum. Of the seven cases that died, all were admitted and operated upor 
Ruptures were found in the transverse colon in one case, in the jejunum 
the ileum in four cases, and in another case the records merely stated sn 
Ruptures of the Bladder—There were four cases in this series, wit! 
three deaths. One patient was a man, thirty-three years of age, who | 
in the lower abdomen by a hors« He was admitted to another hospital 
the same day, but after being discharged from the other institution he « 
frequency of urination and passing only a small amount of urine at a time 
sion to Bellevue Hospital he complained of pain, as well as frequency) 
Examination revealed definite fulness over the left lower quadrant a1 
cubic centimetres of urine obtained on catheterization, with hematuria Ad 
extraperitoneal rupture of the bladder was made and the patient was oper 
a rupture found near the base of the bladder. A superpubic drain was 
cigarette drain at the site of rupture. The patient made an uneventful « 
being discharged on the sixteenth day, with the suprapubic wound healed. Oj 
that died, one had a rupture of the bladder and small intestine, and a f: 
skull, and was brought in unconscious. He was operated on forty-eight 
admission and died twenty-four hours later. The second case was a man, 
of age, who had been intoxicated and did not know how he had been | 
plained of pain and swelling in the lower abdomen. He was operated upor 
to have a rupture of the bladder with diverticulum of same. The third casé 
years of age, fell down an elevator shaft receiving a fracture of the pelvis 
of the transverse process of the lumbar vertebra I saw this patient 
on admission and suspecting a rupture of the bladder advised immediate cat! 
but this was advised against by a urologist, as he felt the patient had a cord 
patient was operated upon after twenty-four hours for a ruptured bladder, but 


oped an extensive osteomyelitis of his pelvic bones and died ten months later 
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timetres of saline, given at the rate of 4 cubic centimetres per minut: 
temperature ranging between 102° and 105°, or in other words, taki | 
hours to run in 500 cubic centimetres of the solution. This has 


satisfactory results and has a field of usefulness. 


CONCLUSIONS 
1. Cases of retroperitoneal hemorrhage may simulate intra-ab 
injury, but with the aid of the history and the location of the i 
diagnosis should be made. These cases, of course, should nevet 
ated upon. 
In cases of intra-abdominal hemorrhage, if the haemorrhags 





ruptured liver, conservative treatment should be followed, and in « ( 

rupture of the spleen the patient should be observed and treated for } 

and operated upon only it there are signs of continuous bleeding : 
3. In cases of rupture of a hollow viscus, immediate surgical inte1 / 

is essential, but one should not submit these patients to a laparot: 

he is certain of the diagnosis, as an exploratory laparotomy does 

the patient’s best interest. 
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of the pancreas. in acute inflammations of that gland; and, lastl 

anatomically regurgitation of bile into the duct of Wirsung can occur } | 

two of the four varieties of papilla of Vater embryologically possibl : 
The lymphogenous hypothesis carries with it the assumption, h¢ 

that infection spreads against the stream and directly through the | 

nodes. Infection does not run up stream, nor does it break the | 

lymph nodes. Experimentally, Archibald observed enlargement o 

nodes by injecting bile into the duct of Wirsung. Swollen nodes woul 

probability prevent the spread of infection from the gall-bladder 

pancreas and vice versa. Bartels maintains that no intervening lymp! 


connect the biliary passages and pancreas, and Nordmann was unabl 





duce any pan<¢ 
cd Dw “ ! 
cd Dw changes by inti 
bacteria into the gal 
der after tying 
we _ common duct. 


Retroje clio! 








into the paner 
resultant pancreatit 
first observed by 
autopsy. A small 
had lodged in the 


ticulum of Vater, 


forming a commor! 
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Ssageway oO! tie e* 
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of Wirsune. Bile 
Dood. 


fluid was preset 











ee a ws PPI £5 Fe pancreatic duct, 
stone had prevent 
influx of the bile into the duodenum. He then produced the diseasé 
mentally by injecting bile into the duct of Wirsung. Infected bile he 
more active than normal bile. Flexner showed that it was the bil t } 
that were the activating agents in the production of necrosis, and that 
greatly inhibited the activity of bile. Infected bile induced fulmi: 
pancreatitis. 
Nevertheless, the mechanism of retrojection where no calculi wer 
in the ampulla still remained unexplained. Archibald showed that sj 
the sphincter Oddi could withstand pressure greater than that issuing 
the biliary tract. Pancreatic lesions were produced by the temporary 
logic closure of the sphincter with spasmodic damming back of bile 
pancreas. Application of hydrochloric acid to the duodenal orific 
ampulla produced prolonged sphincter spasm, so that fluids could b 
into the pancreatic duct by increasing the pressure in the biliary pas 
This observer believes that bile frequently enters the pancreatic duct without 
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) 


drainage into the duodenum impeded. Pressure on the abdomina 
should be taken cognizance of in explaining acute pancreatic sympton 


yf incomplete d 


Circulation of foreign protein and its products 
may in part explain the severe toxzemia some of these patients present 
tion of blood-vessels contributes the hemorrhagic features to the 
Inflammation of the peritoneum to the irritants circulating under its 
depicts the reaction of this membrane, and, finally, the whole pi 
masse working simultaneously, presents a definite clinical entit 
be recognized, 

Symptomatology.—Constant epigastric pain is most frequent 
tered. Eighty-six of our series complained of epigastric pain, ofter 
as splitting in character, as though something within were trying to 
way out. Some also complained of right hypochondriac pain, othe: 
eralized abdominal pain. len had persistent backache.  Bacl 
troublesome in fifty-eight of our cases. Left hypochondriac pain w 
in thirty -seven cases. 

Cuart I] 
Pain Ln Li ile Pancreatitt 


Epigastric 86 
Hypochondriac, right 59 
Backache (left lumbar 58 
Hypochondriac, left 37 
Generalized abdominal 17 
Pain in acute pancreatitis is of intense severity. Frequently, mor 


repeated doses fails to alleviate it. It is quite interesting to note that 

often volunteer the information that a hypodermic failed to ease their 

fort, whereas previously relief was immediate with one dose of 
Vomiting is a very troublesome and persistent complaint 


progressive. Eighty-five of our eighty-eight vomited. Emesis is 





in character, and can usually be relieved by a single gastri 
differentiating it from acute intestinal obstruction situated high wy 
Foreign protein injected into the circulation calls forth a pecul 
of symptoms which has been designated allergic. These at times 
ate in acute pancreatitis. Shock, collapse, cyanosis, dyspnoea, and 
instances dermatologic reactions, occur. Exactly how much pressur: 
semi-lunar ganglion adds to the picture it is difficult to say, but thes« 
when seen early present an asthenia peculiarly characteristic of pai 
disease. Cyanosis may in part be due to diaphragmatic embart1 
Forty per cent. of our cases were cyanotic. Seventeen wert 
on admission. 
Temperature per se aids us not at all in the diagnosis, for in twent 
| hy 


cases it was normal. In but eight did it rise above 102 degrees Fa 
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the patient has experienced fulness and pressure in the epigastrium. Eacl 
associated with dark-colored urine and light-colored stools. For the past four 
pain in the epigastrium has been knife-like, radiating to the back and 
region, associated with feverishness and weakness, and necessitated an 
morphin. Three hours later the patient experienced a similar attack whi 
another hypodermic of morphia. She was admitted with constant dull epi 
and vomiting. The bowels have been constipated. In all, four injections of 
administered. Pain still persists, but is not as severe. Physical examinati 
cyanosis with an icteric tinge to the sclerw. Patient is rather anxious. | 
asthenic. Tenderness elicited in right hypochondrium and right ilia 
costovertebral tenderness, and epigastric tenderness, with the sensation of a 
area. On opening the abdomen there was a gush of beef broth fluid (serosa 
The gall-bladder was normal in size It appeared normal No stones O 
granular, swollen, cedematous with considerable fat necrosis. Parietal periton: 
with areas of fat necrosis. Section of omentum removed. Pancreas drained. P 

] 


report showed omentum contained areas of congestion surrounding areas 


ix 


1 


convalescence was uneventful except for three days of diarrhcea (eight to tet 


a day). Patient discharged in twenty-five days, recovered 

B. Z., female, age fifty-two years, married, complained of abdominal 
ago, had severe abdominal pain radiating to the back and shoulders, ass 
vomiting, chills, and fever. Another attack ensued two months later Att 
recurred every week or two For the past month has had pain ever 
Vomited once on admission. On physical examination, no icterus orf 
present. Abdomen distended Tender in epigastrium and left lumbar res 
perature, 100.8° F. Pulse, 88. Respiration, 28 At operation the gall 
tained many small stones. The gall-bladder was thin. Small amount 
escaped. Fat necrosis on omentum. On opening the gastrohepatic omentur 
creas was found swollen and indurated. Cholecystectomy with drainag: 


recovery in seventeen days 
I. C., age fifty-five years, male, married, had epigastric pain for many ye 
admitted complaining of severe epigastric pain for twenty-four hours. Pair 
throughout the abdomen. Vomited three times. On examination patient 
picture of shock and asthenia; skin cold and clammy Abdomen distended 
throughout. Marked left costovertebral tenderness. Cyanosis of faci 
Temperature, 98.2° F. Pulse, 112. Respiration, 30. At operation consid 
broth fluid in general peritoneal cavity and lesser sac. Omentum granular 
siderable number of fat necrosis. Pancreas enlarged, hemorrhagic, witl 
] 


necrosis. Pancreatic capsule incised and drained. Patient succumbed in twent 





The diagnosis rests on the previous gall-bladder history 
presents a symptom-complex somewhat different than heretofore 
no longer alleviates the pain, which now radiates from the epigastriu 
versely to the left. The cyanosis, slightly icteric tinge of the sclerz 
together with the peculiar asthenia and dyspnoea, make the picture 
pancreatitis. Tenderness elicited over the left upper quadrant 
costovertebral angle should aid greatly in confirmation of the diagnos! 

The differential diagnosis of acute pancreatitis must be clearly 
because it simulates so many other upper abdominal entities. Acuté 
cystitis, particularly the suppurative variety, requires careful conside1 
This is especially true where impending pertoration and localized pet 
may be present. We are here aided by the presence of a palpable mass 
attaches itself to the lower border of the liver. Pear-shaped, globulat 
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LINDER AND MORSE 


infrequent in acute hemorrhagic pancreatitis, particularly if cor 


hemorrhagic fluid be present in the peritoneal cavity. 
Acute hematogenous infection or carbuncles of the kidney 


1 


for differentiation. Here the antecedent history of some foca 


as a furuncle, carbuncle, paronychia, or some upper respiratory 


otherwise healthy individual, of a 


temperature, tenderness in either lumbar region with lumbar sp: 


exc... with sudden onset in at 


or without any urinary symptoms or findings, such as blood o1 
larly if the anterior surface of the kidney be the site of adhes 
parietal peritoneum, may be confused with acute haemorrhagi: 


The toxzmia, the shock, the flush paretic abdomen and the « 


epigastric tenderness with radiation to the left of acute pancreatitis 


Perforated gastric or duodenal ulcer with their antecedent ulcet 
» 


their board like rigidity, and scaphoid appearance of the abdome: 
be distinguished from the paretic abdomen, the absence of resist 
the mid-epigastrium with radiation to the left. The early signs | 
general peritonitis, the presence of gas in the peritoneal cavity, 


ie absence of malar flush. the 


the absence of liver dulness, tl 
grunt, exclude the probability of acute hemorrhagic pancr« 
again, the ulcer patient depicts a countenance characteristic 
pathology. The long, thin, drawn, dyspeptic portraying chroni 


facies easily rect ywnizable. 


Cardiac and coronary dise 


examination is absolutely essential before ; 


tuted, for the protean mal ifestations of cardiac disease may simu 


intra-abdominal catastrophes. Preéxisting cardiac history wit 


1 1 


due to right coronary closure, marked rigidity of the upper abd 


I 
extreme hypersensitiveness of the abdominal wall, frequently lead 
diagnostication. Electrocardiograms are important adjuvants 

Perhaps too often do we err, but rather on the side of making 
of acute pancreatitis when such does not exist, but the knowl 
an entity exists often leads to the correct diagnosis. 

Complete exploration in many instances is interdicted be 
extreme gravity of the patient’s condition, but knowledge ot 
in so far as feasible, are here added, the better to understand th 


Fat necrosis, as mentioned above, has been taken as the crit 


diagnosis. This finding is, therefore, universal in our series 
Biliary disease was a concomitant finding in 84 per cent. | 


~ * 


found in fifty-four cases of those presenting gall-bladder patholog 


cases cholecystectomy had he en previously pe rformed. In thirte e1 


tion of gall-bladder exploration was made. Severe acute biliary 


never encountered. 


Pancreatic inflammation of varying degrees was found. 


enlargement in forty-nine. Hemorrhage, in addition to cedema 
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Twenty-three of our patients succumbed. ©Our rather high mor } 
rate of 26 per cent. compares favorably with all others. We must 
however, that operation is being performed in a very serious compli 
disease which if treated early is more amenable to recovery. Propet ! 
treatment of biliary disease will decrease the mortality rate of acut | 
creatitis. The time to intervene is when the disease is still lit 
the gall-bladder. j 


SUM MARY 
1. The etiology of acute pancreatitis is discussed pro and con 


f gall-bladder disease as precursor cited. 


{) 
2. Eighty-eight cases analyzed with especial reference to sympton 
3. Differential diagnosis stressed. 
4. Operative findings recorded, operative procedures with results 
5. Acute pancreatitis can be diagnosed pre-operatively if the exi 
such an entity be borne in mind 
6. Early treatment of gall-bladder disease encouraged 
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JOHN H. GIBBON 


Cholecystostomy was the first operation done for gall-stones 


and although performed several times in the seventeenth centu 


generally practiced until the late eighties of the last century. P% 
did this operation for the first time with the deliberate purpose 
stones. The previous operations were rare and most of them 1 
as accidental performances. Notwithstanding Petit’s publication 1 
was done in gall-bladder surgery until the latter half of the last 
at this time, a number of American surgeons began to publish theit 
Bobbs in 1867 pr rformed the first cholecystostomy in one st 
to this adhesion of the gall-bladder to the abdominal wall w 
effected before the gall-bladder was opened. Ignorant of Bobbs’ 
a number of surgeons in different parts of the world in the n 
performed cholecystostomy. Both Keen and Marion Sims, 
Bobbs’s publication, reported similar operations in 1877. In most 
operations the manipulations were confined to the gall-bladder its 
early eighties, operations on the gall-bladder had become prett 
lished, largely due to the work and publications of Langenbucl 
next ten years cholescystostomy was gradually recognized as the pr 
tion for gall-stones and infections of the gall-bladder. 
[In recent years so little has been said of it and so much of ot! 
that one might suppose that in the modern clinic it was no longet : 


Notwithstanding the development of other and better operati 


the cases, this operation still has its place and its definite ind 


often a life-saving procedure when the other operations would 
them too great a risk. Any surgeon of long experience can r 


patients very ill from empyema of the gall-bladder pern 


simple incision, removal of stones and drainage and who c 
not have withstocd the more formidable procedure. In sucl 


tion is easily carried out with infiltration anzsthesia. If th 


removed it is remarkable how few of these patients have anv 


11 


It is true that a very small percentage May have stricturs \ 
mucous fistulas requiring subsequent cholecystectomy. The r 
stones is one of the arguments strongly put forward against this « 
simple operation, but I should like to say that in my own ex 
re-development of stones has been most unusual, and that if a st 

at a second operation, it was probably overlooked at the first ope 
recurrences after my operations for hernia and for duodenal 

but recurrence of gall-stones is a rarity. I recall one case of di 
rence of stones. The patient was a physician from whose gall-b 
years ago, | removed a number of stones. He came back in about 
fering as before, and I was sure I had overlooked a stone: but 
operation, | found not one but twenty-five light-colored stones all of 
size. This case stands out in my memory as a unique experience 
will agree that most stones found at a second operation represent 

in the cystic or common duct and it would seem pertinent to obse: 
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Clinic, reported seventeen cases of stricture of the common duct; in tl 


a cholecystectomy had been done “elsewhere” and in three a cholecyst 


had been done. Stricture of the common duct does undoubtedly occur 


causes other than traumatism, but it is significant that the large major 


low cholecystectomy. Other reports and experience confirm the above f 


Another statement which I am sure is incorrect and yet one hears 


quently, is that fewer and less crippling adhesions follow cholecyst: 


than cholecystostomy. Has anyone ever seen any inore dense and ext 


adhesions than at a second operation after the removal of the gall-bl 
This is not put forward as an argument against cholecystectomy, but 
attempt to look facts in the face and oppose spurious contention. The 
sions after removal of the gall-bladder are said to be due to the intro 
of a drain, and attempts have been made to do away with it. In mai 
the drain is not necessary, but the difficulty is to know which they 


1 


is a common observation that in a small percentage of cases after cl 


tectomy, leakage of bile occurs. If there is no loosening of the ligatt re 


the cystic duct, this drainage probably comes from open radicals in 


bladder bed and no amount of careful suturing will always prevent 


ing lost one case from infection following bile leakage, I long ago aba 


closure without a soft rubber drain. 


In a number of cases the removal of the gall-bladder becomes a vet 


cult procedure and its accomplishment may so add to the risk as to 


advantages. In many of these cases where I have been most anxious t 


it I have resorted to subperitoneal excision, an operation well descri 


C. L. Gibson, and similar to the “rat-tail” operation sometimes emp! 


removing a very adherent appendix. (ANNALS OF SURGERY, vol 


p. 613, 1926.) I have already referred to the importance of remoy 


stones, but | cannot leave the operation of cholecystectomy without 


that it should never be done without absolute knowledge that the « 


duct is free of stones and obstruction. A dilated common duct in the pr 


of a functioning gall-bladder means obstruction and it should be ope: 


In regard to the removal of stones from the common duct, I have 


thing to say; if one has a troublesome stone in the ampulla or in the 


portion of the duct, it is often better and more safely removed throu 


incision in the duodenum than by forceps passed into the duct. Much 


can be done to an inflamed or even to a normal duct by rough instru 


tion, with great likelihood of subsequent s‘ricture. The forcible pass 
probe or forceps through the duct to make sure of its patency is 
] 


fraught with danger. Avoidance of traumatism to this delicate and es 


passage should always be kept in mind in operations involving it. 


Anastomoses of the gall-bladder or common duct with the stot 


duodenum, although not new operations, having been first successfull 


in the early eighties, have been recently perfected and constitute wel 


nized surgical procedures of value in cases of insurmountable obstruct 


the common duct. For a time it seemed that these operations offered 
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JOHN H. GIBBON 


In February, 1925, I did a choledochoduodenostomy on a patient wh 
been operated upon “elsewhere” in January, 1924, the gall-bladder 
removed for stones. At the first operation, troublesome bleeding frot 
cystic artery occurred which was controlled by forceps which were left 
wound. On removal of the forceps, drainage of bile began and kept uy 
some time. Six months later a gradually deepening and painless 
developed. When I saw the patient, a number of months later, his col 
that of dark mahogany. When I exposed the common duct it was great! 
tended and colorless ; on opening it there escaped under great pressur 
tity of white bile. An anastomosis was made with a catheter, the large « 
the duodenum. There was no stone in the ducts and the patient had 
had any symptoms before or after his first operation of common-duct 
The obstruction was due to cicatricial tissue. The jaundice graduall 
peared and the patient returned to his work. For the next three y 
man had repeated attacks consisting of pain, chills, fever and jaundic 
short duration. As the tube did not show in the X-ray plates mad 
months after operation, | thought perhaps the stoma had contracted 
attacks became of shorter duration and the intervals between them 
such a theory was hardly tenable. The patient is now apparently quit: 

It seems likely that infection alone can explain this post-operativ 
This evidence is not presented with the idea of disparaging anast 
between the bile passages and the gastro-intestinal tract, but to sl 
operations should only be done where there is an irremovable obstru 
the normal channel. In concluding this discursive and critical review 
offer the following propositions 


1. Cholecystostomy still has a distinct field in gall-bladder surgery 
2. Cholecystectomy approaches the ideal operation, but is not apy 
to all cases. The only warrant for this operation is definite pathology 
normal gall-bladder should not be removed. 

3. The anastomoses are only justifiable in the presence of an irre 
obstruction of the common duct. 

4. More important than the choice of operation is the removal ot 
and the assurance that the common duct is patulous. 


5. Drainage is still essential in these operations. 
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FRANK H. LAHEY 


We are not with certainty aware as to just how infection reaches the 
gall-bladder. We cannot with certainty say that the infection spreads 
the liver to the gall-bladder, as has been stated by Graham, in the fori 
a hepatitis, although today this is the most tenable theory; or wheth« 
reaches the gall-bladder by ascension, or by the blood stream. For the 
ent, we can only note the frequency with which infection occurs in the 
bladder, the destructive effects of infection upon the gall-bladder both 
its ability to contract and upon its ability to concentrate bile. We cannot 
also, to be impressed with the frequency with which gall-stones are assoc! 
with infection in th 
bladder, and with the 
probability that thi 
fection plays a very 
siderable part 
production of gall-st 
That gall-stones 
not infrequently wit 
infection we all | 
as has been stress 
Aschoff in his discu 
of the cholesterol 
stone. [Everyone 
dealing with gall 
ders surgically | 
peated] observe 
pure cholesterol stor 
canary yellow ot 


whitish color with crys 





talline centres in 


Fics. 2C and 2D Microphotographs showing single choles 
terol laden polyp-like projections of gall-bladder mucosa. The hl: : . ' 
cholesterol stains black These are microphotographs of one of Madders which shi 
the white specks in the so-called strawberry gall-bladder 


evidences of  inf¢ 
(Fig. 1.) It seems probable, therefore, from the frequent occurret 
cholesterol gall-stones and the cholesterol gall-bladder that some chai 
error in the cholesterol metabolism plays a very considerable part in th 
production of gall-stones. 

As the result of our own practical experience with biliary tract diseases 
it is at least possible to construct in our minds a very reasonable sequ 
of conditions in the development of gall-stones, each one of these cor 
tions representing states of the gall-bladder which we have seen in various 
individuals at the time of operation. We know, for instance, from an experi 
mental point of view, that Dewey has been able to produce gall-stones 
rabbits by feeding cholesterol until a hypercholesterolemia was prod 
We know also that there is an increase in the blood cholesterol in pregnancy 
and in diabetes, both conditions with which we have clinically associated 
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| 
I A The early calcium 
, ibin stone Note the absence 
f cholesterol and the thick-walled 
"3 
l-bladder 
| Fe 
t.* 
4 * , 
. Fr B Late calcium bilirubin stones 
Note the thick-walled gall-bladder, the 
absence f cholesterol deposit on the pale, 


smooth mucosa; the result of long-standing 


intection 





SURGICAL CONDITIONS OF THI 


BILIARY TY] 

definite gall-stone incidence—in the former much more 
We turther know that there is a hypercholesterolemia in nd 
associate gall-stone incidence with a Iposity e are a 
increase 1n blood cholesterol with weight reductio1 procedure 

\ careful inspection of gall-bladders removed at operation witl 
tion ot the d veloy ment of cholesterol stones i1 m permits one 
such evidences Ot various cholesterol] chat ves ll the aall bladdet 


within the gall-bladder itself that it is possible to construct a met 


ture of the development, at least, of a cholesterol gall-stone. from tl 


of deposit of cholesterol crystals beneath the lining mucosa of the 


~ 


up to the point of the d 
velopment of fine 

of cholesterol in the forn 
of sand (Fig. 2A 

from these to the ce 
velopment of col 

able sized multiple or 
single cholesterol stones 
(Fig. 2B), exampl 
which will be show! 
the screen. 

We now know fro 
the work of Boyd that 
the so-called strawberry 
gall-bladder, which upon 
removal is found to show 


numerous smal 





specks upon its muc 
lined wall, similar to the 


small white dots upon the covering of a strawh: rry, is the true « 


cholesterol gall-bladder, and that the white specks are lipoid deposits 


cholesterol beneath th polypoid mucosa of the gall-bladder. We k1 


of the tenden vy ot thes cholesterol laden polypoid masses ta break 


their base (Figs. 2A-—D), and one does not have to stretch the 


IMmMaLil 


unduly to assume that such crystal-laden masses m: 


iv well serve as the 


{] +; 


Ot stones when floating free in bile rich in cholesterol crvstals 


While pure cholesterol stones occur without associated infection. it is 
probably true that infection frequently soon appears as the result of th 
ence of these foreign bodies. particularly if one of the stones becomes 
in the cystic duct and produces stasis as the result of an obstruction 1 
outflow of bile 

That infection of the gall-bladder is common is proven by the fact that 
Mentzer at The Mayo Clinic found in six hundred and twelve 
that the gall-bladder showed cholecystitis in 66 per cent. of the cases 


1 


has already been state the association of eall-stones and infection is 
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FRANK H. LAHEY 


sistently striking, and while the early stones unassociated with infectioi 


no doubt due to some error in cholesterol metabolism, those stones 


calcium bilirubin origin are in all probability the result of, and always 
ciated with, infection of the gall-bladder. (Figs. 3A—B.) A further dis 
sion of the arguments as to how infection reaches the gall-bladder and 
to whether or not bile both enters and leaves the gall-bladder by the 


duct (Sweet believing that bile enters but does not leave the gall-bladd« 














Fic. 4.—Showing an incomplete str 
clamping in cystic artery bleeding. Note the 
main bile duct, one, by demonstrating t} 


cture of the hepatic duct, probably due t 
two methods we have employed for 


g the division of the hepatic duct and two, |! 
parietal peritoneum beside the duodenum tating that inward, and demonstrating the 
duct. The common duct is open for retrograde probing to demonstrate the stricture 
1~4, shows the method of suturing the ngitudinally incised stricture about I 


the cystic duct), as to the mechanics of how the gall-bladder empties 
as to the presence and function of the sphincter of Oddi, as to what « 
bile to enter the duodenum by spurts, and as to the ability of the gall-bl 
to concentrate and store bile, would convert this lecture into 


an acadet 
one rather than a clinical one, 


as is my purpose, dealing with our cli 
experiences with biliary tract disease. 

For practical purposes we may assume that the above-stated points | 
been fairly well proven, as follows: Bile does enter and leave the gall-bladdet 


by the cystic duct. The gall-bladder probably empties itself by the sum tot 
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FRANK H. LAHEY 


operated upon for supposed chronic cholecystitis, and whose gall-bla 


have been reported by the pathologists as chronic cholecy stitis, still 

tinue to suffer from the same chain of symptoms from which they suff 
previous to the operation. Indeed, so uncertain are we today regardin; 
clinical and pathological diagnosis of many cases of chronic cholecy 
that we are almost entirely dependent for certainty of diagnosis upot 


patient’s interpretation, following surgery, as to relief or non-relief 





Fic. 6.—The fistulous tract is shown adherent to the bed of the liver The 


fistulous tract cored out of the abdominal wall, its button of fistulous skin cut away 
segment of rubber catheter tied into the end of the fistulous canal. Note that the fi 
only down to the border of the liver his point is stressed since the success of 
depends upon leaving the fistula adherent throughout its length to the liver bed rt 
vascularization for the fistulous tract 1 but a short unvascularized segment, whicl 


into the jejunum, duodenum, or stomact 


symptoms. The more vague the symptoms from which the patient is 
posedly relieved following cholecystectomy, the less valuable this 
terion becomes. 

In this condition of so-called chronic cholecystitis, it becomes not 
necessary to employ every diagnostic measure in attempting to determin 
definitely the presence of this lesion, but it is necessary to eliminat 
far as is feasible the possibility of other factors entering into the product 
of symptoms suggesting the possibility of this lesion. The very vagueness 
of the symptoms of chronic cholecystitis of necessity often makes the diag 
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nosis doubtful. Unless there is definite evidence of gall bladder 


as failure to fill or distortion of outline. 


by cholecystogram, such 








I 7 ! } nte f 
tree ot 1 tol rt 
liver witl t I 
which ca I gt 
forcit i ‘ » 
has the l t vi y € 
jaws ot tl - n : 
4 ery i | Tig 
ip se-str “ Ss 
live apsul Ni 
pose { the 
prevent the 
with clinical evidence of the disease, the wisdom of surgical interventior 


is doubtful 

Cholecystography has proven to be one of the greatest factors in advai 
ing the diagnosis ol gall bladder lesions, but, as in other laboratory meas 
ures, is of value only when correlated with clinical findings 
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We have felt justified in making a diagnosis of chronic cholecystit 
advising cholecystectomy in our clinic when the case could be said t 
the following requirements: In the presence of symptoms such as 
gaseous eructations, abdominal distention, and right upper abdominal 


when adequate investigation failed to demonstrate other lesions which 
be the cause of the symptoms, when the symptoms persisted in sj 


medical measures, and when suspicious X-ray evidence by cholecystog1 
was present. Under such conditions cholecystectomy has yielded sat 
tory results. Cases operated without complying with these criteria wi 


believe, yield a high percentage of unsatisfactory results. 

There is one other condition in connection with chronic cholecystiti 
which I wish to speak. That is, not removing a gall-bladder because 
normal external appearance, in a patient operated with the diagn 
chronic cholecystitis based upon the criteria as already stated. W: 
assumed the position that no matter how normal the gall-bladder may 
at operation, if the patient’s symptoms have been sufficiently distress 
make surgery worth considering, if they cannot be explained by othe: 
tions after adequate investigation, if they are not relieved by medical 
ures, and if there is suspicious X-ray evidence by cholecystography 
as already stated, no matter how normal appearing the gall-bladder 1 
it should be removed. If under these conditions, because of the 
appearing gall-bladder, cholecystectomy is not done and then the sy1 


+} 


persist, how may we say that the remaining gall-bladder is still not th 


of the symptoms? This advice is necessarily premised upon the conscient 


adherence to the criteria as stated, and unless the fundamental fact 
presence of fair operative indications, is adhered to, the doctrine 
becomes valueless but dangerous. We must admit, I think, that the 
gross pathological evidence with the gall-bladder in place, in chron 
cystitis, fails to outweigh fair and critical clinical and laboratory fin 

The most interesting, the most tangible, and the most satisfactory 
the biliary tract lesions is that of gall-stones. There are two pre 
statements concerning this condition which | would like to make. Firs 
are no harmless gall-stones; and second, an attempt should be made 
nose and operate gall-stone patients earlier. While biliary colic may 
first symptom which causes the patient to present himself for ad 
may be the first impressive evidence to the patient that all is not well 
upper abdomen, nevertheless in many instances there have been 
and digestive symptoms occurring previous to the biliary colic, the in 
tion of which would often lead to the earlier diagnosis and removy 
gall-stones. We would urge also against permitting patients in who 
is no contraindication to surgery to go through repeated attacks 
stone colic before coming to surgery. 

The sequele of long-standing gall-stones are numerous and ut 
We know that long-standing gall-stones are quite constantly associat 
long-standing gall-bladder infection. We know that the longer gall 
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FRANK H. LAHEY 


stone colic by no means indicates that common-duct stones are not p1 
We have in our clinic up to now operated upon 908 patients for biliary 


disease, and of these, 179 operations were on the common or hepati 
either in addition to the gall-bladder operation or on the bile ducts 
an incidence of main bile duct difficulties (demanding exploration 
series) of 20 per cent., one in five. 

As the result of our experience with surgery of the bile tract, w 
had the following conclusions impressed upon us: (1) That commor 
stones frequently exist in the absence of any symptoms; (2) that gall-b 
colic may occur with jaundice and symptoms strongly suggesting the 
ence of common-duct stone and yet none be found; (3) that infect 
the common and hepatic ducts may occur unassociated with gall-ston: 
may produce symptoms and signs similar to those of common and h¢ 
duct stones. 

Up to January 1, 1926, there were done in the clinic 619 operatio1 
the biliary tract, of which ninety-six were explorations of the com: 
hepatic ducts, a percentage of 15.5 per cent. choledochostomies. }*1 
to 1927, 198 biliary tract operations were done, of which fifty 
included explorations ot the common or hepatic ducts, a percentag 
per cent. choledochostomies. Up to the year 1926, our 15.5 per cent. 
tions of the common or hepatic ducts yielded a discovery of duct st 
8.4 per cent. of the cases. Between 1926 and 1927 our 30.3 per cent. « 
tions of the common and hepatic ducts yielded a discovery of com: 
hepatic-duct stones of 12.6 per cent. In other words, since 1926 
doubled the per cent. of cases in which we have explored the ducts 
result that we have increased the per cent. of common or hepatic duct 
discovered by 50 per cent., and during this time our mortality has dir 
rather than increased; up to 1926, 5 per cent., from then on, I per cent 

We feel sure from our experience that we have in the past over 
many common or hepatic-duct stones, and that we must guard agai 
dency to be satisfied solely with the removal of the gall-bladder and 
tained stones in many cases of gall-stone coli 

Since we have a great many times removed common-duct stor 
patients having no symptoms suggesting their presence, we feel sur 
our experience, that no matter how lacking the case may be in the 
symptoms or visual evidence, such as a thickened gall-bladder or dilat 
mon ducts, of the presence of stones in the main bile channels, a most 
taking search and, if necessary, exploration of the ducts must be carri 
as to their possible existence. This does not mean that the commor 
must be opened in every case. It does mean that most careful visualiz 
the ducts must be made to demonstrate their size and thickness; that 
careful palpation of the lower end of the duct must be carried out 
it is at this point where the duct is so often surrounded by the he 


the pancreas that stones are so easily overlooked. In this connecti 
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FRANK H. LAHEY 


We have been much interested in operating upon these strictures 
1] 
I 


common and hepatic ducts to observe to what degree the ducts cou 
rowed and yet exist so for months without jaundice. In many insta 
opening through the strictured duct was so small that it would hardly 
the point of the smallest probe, yet jaundice in these cases doubtless | 
occurred until infection, swelling, and the accumulation of mucus had hb: 
about a blocking of the already narrowed duct. It is evident, then, t! 
ficient bile can pass through ducts which have been very much ni: 
without causing back pressure enough to produce jaundice, provided 
no infection present. 

There is a variety of methods of repairing strictured ducts, but 
them are far from satisfactory in that the stricture tends to recur wit 
sequent attacks of jaundice when infection is again superimposed 

We have repaired all of our strictured ducts of this type by th 
illustrated in inserts 1-4 (Figs. 3 and 4), consisting of suture of 
about a short T-tube after longitudinally increasing the duct at tl 
of stricture. 

The two cases of complete permanent external biliary fistula w! 
have repaired were cured by a method which we published in 7) 
Clinic of North America, Lahey Clinic number, 1924. It had previou 
done successfully, but not reported, on a patient without our knowe 
by Dr. Hugh Williams, of the Massachusetts General Hospital, Bo 
consists of carefully preserving the fistulous tract down to the | 
implanting it into the stomach or duodenum. In one patient we t1 
the fistulous tract into the duodenum successfully six years ago 
other into the stomach five years ago. Both patients are today aliv: 


without jaundice and with bile-colored stools, one after having disc] 


of her bile through an abdominal biliary fistula for twenty months, 
other after having discharged all his bile through an abdominal fist 
three months. 

The principle upon which I first undertook the operation was 
external biliary fistula would remain open—and we know that it 
must do so only because the secretory pressure of bile is greate: 
the ingrowth or contractility of the scar tissue in the wall of the 
therefore assumed that if an external biliary fistula would remain 
if I could convert it into an internal one it would likewise remain ope 
has proved to be so in these two cases and in cases since reported | 
operators. The method will be illustrated and described with 
( Figs. 5 to 7.) 

One of the most difficult decisions to make in dealing with bili 
disease is whether or not to advise surgery in a patient who is 
but who has not had the pain which is characteristically associated wit! 
dice due to cholelithiasis. We all know how undesirable it is to oper 
patients whose jaundice is of infectious origin, and how particular! 
sirable it is to administer a general anesthetic to a patient with jaun 
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tion of silent common-duct stone from malignancy is of great 
often not made use of. 


CONCLUSIONS 


The diagnosis of non-calculous chronic cholecystitis is difficult 
dS - 
tain. Removal of the gall-bladder may be _ justifiably 


1 


adequate investigation has failed to reveal conditions other than cl 
as the cause of the symptoms; when medical measures have failed 
the condition; when cholecystography shows evidences of an abn 
bladder; and when the symptoms are of sufficient magnitude to 
gery worth considering 

There are no harmless gall-stones. The diagnosis of gall-sto1 
be made as early in the disease as possible and operation undertal 
as possible to avoid the undesirable results of long-standing cholel 

Strictures of the main bile ducts most commonly follow operati 
and can for the most part be repaired by a plastic operation on tl! 


Courvoisier’s law as modified here has been very helpful i 


l 


or against operation in cases of painless and persisting jaundice 
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FREDERICK T. VAN BEUREN, JR 


5. [hat about the same number of cases in each period did 
enterostomy done. 

Further study of the table shows: 

1. That there has been a greater reduction in the average mort: 
cases treated by enterostomy than in those not so treated (38 per cent 
in enterostomy group; 29 per cent. lower in non-enterostomy grouj 

2. That the reduction in average mortality of the whole series 
accounted for (in part, at least) by the reduction in percentage of 
(Late cases reduced 20 per cent.; mortality reduced 22 per cent 

3. That the reduction in average mortality of non-enterosto1 


may be accounted for very largely by the reduction in percentage of 
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in this group: Late cases reduced 59 per cent. Mortality reduced 2 

4. That the reduction in average mortality of enterostomy g1 
be accounted for in this way: Late cases increased variable per cent 
ity reduced 38 per cent. 

This last observation appears to be of real significance. It h: 
in Tables III and IV that the average mortality of cases of a 
operated upon later than forty-eight hours after onset is greatet 
average mortality of those operated upon earlier than forty-eight hot 


onset. Therefore it appears obvious that when the percentage 


is increased in a group, the average mortality for that group ot 
also be increased unless some other factor than the time element 
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FREDERICK T. VAN BEUREN, JR. 


enterostomy) during the past eight years. Greater pains have beet 
protect these patients against cold and shock, to reduce intesti 
before and after operation, to suport the circulation and to rep! 
losses. But these while very important are not. one feels. the criti 
involved. There is evidence indicating that the most important 

ger in acute ileus cases is intestinal damage? leading to absorpt 


or perforation peritonitis. Intestinal damage is primarily 


over-distention (in non-strangulated cases. at least). If thes 
TABLI \ 
! te Jleus Sera 
( Morta | ) 
bea} ay, ¢ 
60 IQI6-I19GI19 66.0 (S1' 
SO 1920-1923 53.7 (of 
10S 1924-1927 $4.4 (61° 
| ite { iT f + ght 
n (7? p 
22 I916-1919_ | 90.9 (64 
38 1920-1923 77-4 \79 
75 1924-1927 53.3 (73 
; On { 
3S IQ16-1I9QI19 52.6 (92 
$2 [920-1923 34.0 (55 
33 1924-1927 4.2 
correct whatever means is most effective in preventing or relic 
distention is therefore the most important factor in removi 
critical factor in decreasi1 9 the average mortality [ey tero 
right time and in the right way, is the most effective means we | 
to relieve and to prevent intestinal over-distention and anzen 
7 





groups of cases here presented, the group treated by entero 

a slightly larger decrease in average mortality than has the grou 
by enterostomy. Moreover, it must be noted that the decrease 
mortality of the non-enterostomy group was predisposed to 
decrease in the percentage of late cases while this was not tru 
tomy group. The adjuvant treatment was similar in both grou 


Therefore it seems fair to assume that the enterostomy procedur 
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ILEUS FOLLOWING RIB FRACTURE 
By Freperick CuristopHer, M.D. 
or WrinnetKA, ILL 


ASSOCIATE IN SURGERY NORTHWESTERN UNIVERSITY MEDICAL SCHOO! 


1 


Report oF Case.—Male, fifty-three years of age. Negative medical hist 
tember 18, 1928, while riding on a street car, he fell, striking his chest agair 

of a step. Immediately after this he drove fifteen miles to his suburban hom« 
physician, who took him to a hospital where an X-ray examination showed 
of the eighth and ninth ribs on the left side. The chest was strapped w 
and the patient went nome. On the following day the patient suffered no pair 
consequence. He had a normal bowel movement, but by noon he began to becon 

distended. On the following day there was no bowel movement and the distent 
increased. That night there was a projectile, ill-smelling emesis. The third 
the accident, there was still no bowel movement and the distention became 
marked. By this time the vomitus had a fecal character. The patient appe 
be very ill with elevation of pulse rate and temperature. The man was movi 
Evanston Hospital, where the abdomen was explored through a left rectus 
The small bowel was found to be markedly distended but careful search failed 

any obstruction. The abdomen was closed without drainage and without the pert 
f an enterostomy. The post-operative course was stormy. There was mar 
tion and gastric dilatation, the latter being evidenced by the accumulation i1 

of brown, ill-smelling fluid. During the first twenty-four hours the treatn 
the following: Four “1-2-3” enemata, three lavages, two hypodermoclyses 
sis, hot turpentine stupes, small doses of milk of magnesia, seven ampoules 
two ampoules of digifolin. On the second post-operative day four enemata, on 
moclysis, and two ampoules of pituitrin and three ampoules of digifolin wer: 

the third day the patient began to expel flatus freely and from then on his « 


was uneventful. He walked out of the hospital on his fifteenth post-operative 

A careful search of the literature reveals but four other cases 
cases toge:her with the author’s are summarized in Table I. It will | 
that the patients were all males. The ages varied from forty-three t 
six, the average being fifty-six. The symptoms of all cases were vet 
lar: cessation of bowel movements, increasing distention, and vomit 
pre-operative diagnosis of intestinal obstruction was made in four \ 
one, mesenteric thrombosis. Four cases recovered and one died. Lay 


1 


was done in all cases. In three cases, enterostomy was done and all r 
In the two cases where enterostomy was omitted, one (the aut! 

recovered and one died. From this very small group of cases it wou 
that enterostomy might be the safer procedure, although the very ene: 
post-operative treatment given in the author’s case may account for hi 
ery. Whereas it might seem from the author’s case that recovery n 
possible without operation, such a course could never safely be take: 


the liability of mechanical obstruction is so great. The employment 


sion of enterostomy must vary with the judgment of the surgeon. 
a larger series of cases in the future will throw light upon this questio: 
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The mechanism of the production of the ileus is not clear in thes 
In 1906 Starling (quoted by Adams) said: “Stimulation of the spl 
causes complete relaxation of the lower part of the ileum with the 
the small bowel, but it produces a strong contraction of the musck 
forming the ileocolic sphincter.””’ Where the fractures are close to 
pathetic chain it is conceivable that the latter might become irritate 
Ralphs’ and the author’s cases the fractures were some distance fron 
tebral column. Moreover, as pointed out by Ralphs, there are mam 
rib fractures, both single and multiple, which are not accompanied 
Hypotheses suggested by Ralphs are an inhibition of peristalsis by 


of the abdominal sensory nerves or traumatic lipemia with fat eml 


396 I 





VON RECKLINGHAUSEN 


WITH SARCOMATOUS DEGENERATION 


By Puinie C. Potrer, M.D. Anno JoHN 
NI Yo N \ 


been termed a « | 
the gross anato 


ment ( 
elepl { ( 
ons ( ( 
ciated ( e1 
tormati cl 


in the records of th 
combined First M 
ind Sure 
the Bellevue Hospit “dTit ae. 
interest as it embodies practically all of tl 
writers on the su t. includ , 
tumor. Added interest lies in thi 
for nerve tissue in 1 ( 
that from the ilk str 
origin four 
Case H 


painter | t \ 
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POTTER AND McWHORTER 


There was n 
tory of a similar « 
From birth there 
an enlargement 
tissues about the ri 
and foot. During 
the patient had not 
gradual appearance 
mented areas ovet 
and of soft, painless 
scattered over 
chest, abdomen, an 
ties Five years C1 
mission he noted 
nodule over the 
which did not 
size until two mont! 
ous to admission. It 


subsequent rapt 


this nodule VI 
the patient t the 
Physical ¢ 
howed a robust 
twenty-two, not 


He app ared ment 





par. There was 
of the tace wit 
FIG. 2. Note the difference in size ind shape of the ears; of the leit n alar 
the occipital tumor; the compensatory scoliosis; the pigmenta . : 
tion which is most marked about the waist ind in the left left eye was pla 
1} ’ o ‘ y ; ’ } 
subscapular region, a large, pigmented itaneous fibrom ea “f 
et . , lower than the ri 


the right ear was larger and more protruding 
than the left In the occipital region there 
was a hard, rounded, slightly movable mass 
eight centimetres in diameter, attached deenly 
Over the back, chest, abdomen, and upper 
thighs there were scattered areas of dark 
brownish pigmentation varying from one 
half to three centimetres in diameter. Over 
the same areas there were many soft cutane- 
ous tumors; some slightly raised and pig 
mented, others flattened and without pigment. 
There was an irregular, soft, angiomatous 
mass in the region of the right ankle There 


was marked enlargement of the right tibia and 


of the bones of the right foot, the tibia being 
three centimetres longer than its fellow on 
the left. There was a compensatory scoliosis. 
No abnormality of the internal organs or of 


the genitalia was noted. X-ray plates of the 





right lower extremity showed irregular enlarge 





ment of the tibia and fibula with what appeared 


: Fic. 3.—Asymmetry of the 
to be small bone cysts about the epiphyses lower leg with overgrowth t 


fibula, and bones of the foot. N 


+ > ‘ 
(I igs. I, 2, 3 and +.) fibromatous growth about the 
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VON RECKLINGHAUSEN’S DISEAS|] 


A diagnosis of y Recklinghausen’ s disease vit sarcomatous cd 
“neurofibroma” was 
Operation March | 
The oc ipital tumor! r 
moved and found to « t 
of firm, lobulated fib: 
sue, encapsulated sav 
base where it merge 
muscle There was } evi 
dent involvement of the bone 
A cutaneous nodule from the 
chest wall and one from the 
thigh were also removed 
Radiotherapy was advised but 


the advice was disregarded 





Pathol / 
(a) Occipital tumor Phe 
specimen consists of a lobu 
lated, cir scribes 
ently encaps il; ed 1 ( | 
centimetres in diameter On 
section the tumor is moder 
ately det S¢ and col t 
two lobes, each surt ded 
by its own thin but 

I xX 

sule. The cut surf 
tening white and 
mass ot fibres arranged in the forn t whorls Microscopically, the tun 





posed of both fibrous and cellular areas [he former consist of an interwoven mass 
slender fibrils which closely resemble collagen fibres; the latter of long spindle cells 


The ee et eo ae 
he nuclei of these cells aré rounded, moderately hyperchromatic, and show an oct 
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sional mitotic figure. The tumor as a whole is relatively avascular. The t 
vessels present are well formed and are lined by endothelium. Diagnosts.—| 


coma.” (As the result of a recent study of a large series of fascial tumors, 





Fic. 7.—Occipital t t | Metast 
emoval (Com] wit | | 
scopic picture of many of which was similar to that of the one just desct 
felt that this tumor was of the locally malignant type as opposed to the purel 
to the metastat 


wall and tl 

the chest wall 
tough structure! 
glistening white tis 
ine the subcutar 

surrounded 
area ol ski 
ous tissue ni 
centimetres Phe 
from the thigl 
to gross appea 
scopically, the tis 
specimens 1S f t] 


an | consis < 


finely interwove! 





prominent, mode! 


I ) Net 1 . ri ‘ 
chromatic nucle 
figures are seen. The intercellular substance stains faintly and is_finel 
Diagnosis —Fibroma.” (Fig. ¢ Through the kindness of Doctor Stevens 
were stained for nerve fibrils by the methods of Cajal, Molnar, and Lo 





tissue was demonstrated. If no demonstrable evidence of neurogenic origi! 
it would seem a misnomer to refer to these tumors as “neurofibromata,” 


diagnosis on the probable site of origin rather than on the actual cellular mak« 
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HEMIRESECTION OF A SOLITARY KIDNEY* 
By Tuomas N. Hepsurn, M.D. 


or Hartrorp, Conn. 


PARTIAL renal resection where there is a second normal kidney 
uncommon operation. Partial renal resection where there is no other 
ney must be a very uncommon operation, as | can find only one case rey 
that reported by Judd (in 1925) in the ANNALS OF SURGERY, vol. 
p. 458. 

Judd resected the upper third of a single type kidney for stone and 11 
upper calices, inaw 
thirty-two years 01 
The function of the 
ney was normal 
operation. The imm« 
effect of the operatio! 
to run the blood wu 
to 92 on the fourt 
Then the functio1 
turned to normal 
woman went succ 
through a hard chil 
ing the next year 

| wish to report 
of resection of o1 
of as litary kidne :' 


double ty pe. 


Hartford Hospital D 
23, 1925, complaini 
ria and pain in 


ney His left kidn 





Fic. 1.—Pyelogram show ing congen tal double right kidney removed ten vears 
Left kidney removed surgically seventeen years previously Note 
shadow of large stone in upper kidney and shadow of small stone stones. His pr 


block:ng conjoined pelvis 
began three day 
admission and he had passed no urine since. Hts temperature was 102°, 


leucocytes 17,000—8o0 over 20, blood pressure 130/90, non-proteid nitrogen &8.2 


is 
7. 


creatinin 6. The man appeared acutely ill—with intense nausea and dry tongu 
A catheter passed up to the right kidney brought very pussy urine, flowi 
pressure. The X-ray and pyelogram are shown in Figure I. 
Here was a man with a solitary double kidney with bifid pelvis. The uppet 
was completely filled with a stone cast, part of which had broken off and 


* Presented before the New England Urological Association, May 1, 1920 
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1 
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illowed to « 
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eo ¢ bstruct 
done 
cat Phe 
d, i d W ( 
‘ ( 1t! ‘ 
et Tina | 
ect T 
{ , 
1} aie 
1 
+f 
r S il ‘ 
1 
if lr S] 
Thirt e ¢ | 
- ( 
. 1 
‘ | 
itl Ss IO 
leur tes 160.000 


Pvyelog 


t 
; 
er 
1 
( 

re 
I 
He 


. 


PION 


Q] 





ye 


A SOLITARY 


irs atter 


403 


KIDNEY 


over 15, non-proteid 


gen 55. He was inte! 


lauseated and lo 


The X-ray showed tl 
other fragment of the 
cast had broke n ( 

blocked the bifid urete1 


mediate and radical resecti 


of the upper kidn 
with the removal of t 
Structing stone was 


and accepted. This was 


through a lumbar inci 


taking twenty-two 
Drains 


put down to the upper 


to complete. 


of the kidney and to th 


cised ureter. Figure 4 s 


the stone cast in_ the 
moved half 

This man soake 
lressing with urine for 
days, then begai 


normally, passing m 





urine through the wound 


His wound was fir 


twenty-three days fo 














THOMAS N. HEPBURN 


the operation. He left the hospital twenty eight days following the operatio1 \\ 


left his non-proteid nitrogen was normal and his phenolsulphonephthaleit it] 
22 per cent. in two hours. 
Five weeks following this discharge he returned with hematuria. Cystoscoy 
the blood to be coming from the ureter, and the pyelogram showed the pictur 
ure 2. This bleeding quickly cleared 
itient returned at my request Apri 
for pyelogram and function. He never 


ter. His phenolsulphonephthalein is 48 
in two hours and his pyelogram 


Figure 3 


1 


In studying this case, by far the 
interesting finding is the compet 
function in the remaining kidney, 


tion of 48 per cent. in two hours 





Now let us compare this functt 


Fr 4 Stone removed from upper kidney 
Bever: FesertiOn by Doctor Young in the Jou 


Urology, vol. 1, pp. iJ=5/7; IQI7. The case of Young had a LOK id kidne 


the other side and there was no emergency operating as there was 


struction to the ureter, so that Doctor Young cou'd fortunately d 


tial renal function before 
his heminephrectomy. 
The phenolsulphone 
phthalein output was 20 
per cent. from the good 
kidney and to per cent. 
from the bad side in one 
half hour. Four months 
following his operation, 
the output was only 5 per 
cent. on the operated sid 
in one-half hour. There 


+ 


was no report after that 


Judd has done a hemi Anterior Posterior 
nephrectomy in six cases —Teee ‘wews of carradion: sieve 
1 ) pelvis. his represents, like the preceding 

where there was a fun leven. Skea: bate aematan Won setialel erecketen | 
. . . 1 re now two posterior arteries, each skirting tl 
tioning kidney on the acon Ginn ‘lis Rader Goshednt eotuns 

, , - between the two renal pelves. The shade . 
other side. In three ot rritory of the posterior vascularization. (From K 


these cases he has later 
had to remove the remaining half because of atrophy. 

Judging from the clinical material which has been reported so 
enough detail to draw conclusions from, it would seem that Hinman’s « 
mental work on compensatory function and disuse atrophy of kid 


borne out. Unto the kidney that hath shall be given and the kidney 
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sult with almost an identical case rey 
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not shall have taken from it even that that it hath. The su 
therefore, become quite definite in regard to partial resection 
First, do not resect part of a kidney if there is a good kid: 


side. Se yd, resection of the disease d part of 2 solit ry kd ] vq 


remaining good part of the kidney an opportunity to compensate 
mal. I will say nothing about that large group of cases where there is bilat 


renal pathology Cer 
tainly, until we know to ; _ aga 
the contrary, this 

tile field tor conservative 
urgery 


In regard tO the Sut 


vical techni ( emi 
‘phrectomy in the double 
kidney tvVpe, | A sh to 
wegest a method differ 
ing from both Ju and 
Young. 
ludd says | . 
cular connectio1 the 





examined to mak ure 
they are adequate he 
pedicle to the 
segment 1s then ped 


' cut and ligated lhe “| 


kidney should be resected ; 4) 


through normal tissue. ‘ ; 
) and a portion nf ‘i | . 
tissue left attached to \ 








and divided. Incision is made at the junction between the healthy kidney 


the segment to be re 
7 1 | SI n = le ‘ 
moved in order to avoid g s f 
possible error and infe 
tion. The renal stump is closed with double interrupted or mattress su es 
i He uses a knife 11 the re section 
| Young says, “The vessels supplying the portion to be excised are ligated 
the diseased portion.” He uses a knife, cuts a \ shaped hollow in the end 
of the kidney, take great pains in curetting and closing calices that may be 


opened into, and closes the end with 1 


lattress sutures. 


The blood supply in thirty-five cases of double kidney were sh 
Kisendrath to be ‘‘one artery in fifteen cases, two arteries in fifteen cases. and 
three arteries in five cases.” Figure 5, from Kelly and Burnham, shows 
Broedel’s work on the blood supply of double kidneys. In my case of hemi 


nephrectomy, the patie nt was in a very desperate condition and the le netl f 
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time under an anesthetic was an important factor. There was so much c 
tion and perirenal inflammation that to isolate the pedicle and identi! 
blood supply would have been a dangerous and difficult procedure. Th 
row between the two kidneys was marked and after nicking the cay 
the furrow I found it as easy to separate those two kidneys with my) 
(Fig. 6) as to enucleate an adenoma of the prostate. The line of least 
tance is between the endings of the blood vessels. There was only 
oozing of blood. No calix was broken into and the upper pus sack was u 
tured. When the two kidneys are separated then the pedicle can be safel 
The oozing from the raw end of the kidney was controlled by th 
pressure of mattress sutures—no attempt being made to close over th« 
surface. A cigarette drain was put down to this surface, and no attempt 
made to cover it with fat. The fact that my case had a urinary sinu 
three days in spite of his pyelotomy, | think justifies the simpli 
the procedure. 
SUMMARY 

1. Partial nephrectomy of a solitary kidney can be successfully 
marked improvement in the function of the remaining portion of th 

2. Partial nephrectomy is not a good surgical procedure if the: 
good kidney on the other side—because its function gradually dimiu 
due to disuse atri yphy. 

3. Where both kidneys are diseased, we have so far no cases 
partial resections. This would be a most interesting group to get « 
of functional reactions on. 


4. The simplest and safest method of heminephrectomy of th 


kidney type for acute pathological conditions is to separate the tw 
by blunt dissection with the finger. The kidney cleavage will be 

of least resistance, t.e., between the terminals of the blood vessels. Thi 
the danger of destroying the circulation to the good kidney, and 
into calices. A few pressure mattress sutures to control the oozing 
are all that is necessary to place in the cut end and it is not necessary 


the raw end with renal capsule. 
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ECTAL ANAESTHESIA WITH TRIBROMETHYLALCOHO! 
By Josepn R. Gurrman, M.D 
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JOSEPH R. GUTTMAN 


At this time it might be well to state that the dibromacetaldehy 


highly irritant drug that easily causes rectal inflammation, and evet 

tion. The presence of the aldehyde in a solution of tribromethylalcol 

be determined by adding to a solution of the drug a few drops of cot i 
Che formation of an orange color indicates that decomposition has not 
red, but the appearance of a blue color indicates the presence of tl 
dibromacetaldehyde and the solution should not be used. This test 1 


tory before the solution is ever placed in the rectum. 


ABSORPTION 
The absorption of the drug is fairly rapid. Straub," working at 
macologic Institute of the University of Munich, found that 8o per 
ibsorbed in the first twenty minutes and 95 per cent. absorbed withir 
two hours of the anesthetic. During anesthesia Sebening * has fou 


‘oncentration of six to nine milligrams per cent. in the blood 


ELIMINATION 

In the body the drug is detoxicated by its combination with glycu 
and eliminated in that manner by the kidney. Straub was enabled 
81 per cent. of the drug in this combination from the urine 
bromine could be recovered from the Sweat but none from the res] 
the fzces. 

rOXICITY 

When introduced hypodermically, perorally or by rectum, tribt 
alcohol causes a rapid induction of anzsthesia without any preliminat 
tion. Unconsciousness and muscular relaxation similar to that obset 
ether follows. Recovery from the anesthetic is not comparable it 
to that observed with ether. Post-anzsthetic upsets are not seen, 
mental animals, and even man, recover in a way that is similar 
awakening from a deep sleep. Lendle ** has found that the toxic di 
tum for the various laboratory animals is .5 to .6 gram per kilo bod 
and the anesthetic dose for these animals is .25 to .30 gram per 


weight with a consequent therapeutic index above 1.7. He also com] 


relative toxicity of the drug with various anzsthetics such 
form, ether, Gwathmey’s ether-oil morphine and magnesium sul! 
thesia, and has found that the tribromethylalcohol was less toxi: 
investigated except amyl hydrate. The slight toxicity is apparent 
observes how the animals, upon recovery from large doses, resut 


ordinary activities and eat as though nothing had occurred 


LOCAL ACTION 
A solution of the anzstheti was without any apparent effect whi f 


in the conjunctiva, on the cornea, or in the gastro-intestinal tract, « 


repeated a number of times 
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JOSEPH R. GUTTMAN 


t 


weight, but the writer has no experience with the use of it in tivat 
a rule a dose of .13 gram per kilo of body weight has given a good at 
with pleasing surgical relaxation. In some instances an additional 
.025 gram per kilo was given when a patient was poorly anzsthetized 
not relax properly. A few cases will require in addition to the ab 
ether inhalation and this has been the experience of others as well 
Clinic. The anesthetic will last about three hours and may be short 
emptying the bowel and the use of cleansing enemas as is the pract 
the termination of the operation. Florken and Mues,'* of the Mari 
kenhaus in Frankfort, report that 80 per cent. of their cases evide: 
surgical anesthesia when doses above .13 gram per kilo were used 
percentage decreased with a decrease in the dosage. In the cases in 
gram per kilo was used only 60 per cent. showed a good anzsthes 
has been our experience as well. Roith,** in a series of 214 cases i1 
dose of .12 gram per kilo was employed, obtained a perfect anzsth« 
per cent., a fair anesthesia in 31 per cent. and a poor anesthesia 
supplementary ether in 8 per cent. 

The method of administration as practiced in the Clinic is to ¢ 
paratory enema the night before operation and on the day of operatior 
.5 gram barbital (veronal). Others advocate the use of pantopat 
phine one or two hours before operation. The room should be darke: 
the patient left undisturbed. The solution of the proper amount of 
dissolved in a concentration of 3 per cent. in water is then introduc« 
rectum by means of a rectal tube, this being performed slowly, 
removed and the patient left in a quiet condition, until satisfactory 
and relaxation has occurred. This anesthetic is indicated in practic: 
type of surgical procedure, but will probably find its greatest spher« 
ness in surgery about the head and neck, in which great difficulty i 
tered when using the orthodox inhalation anesthesia. At the Cli 
been employed in goitre surgery, thoracoplasty, breast resection, lami 
gastric surgery, appendectomies, hernias, amputations, with pleasi1 
No unpleasant after effects were noted. No headache, no post 
nausea or vomiting were evidenced Post-operative lung comp! 
bronchitis and pneumonia were not seen. No ill effects attributal 
anzsthetic have occurred, in our experience. The post-operativ: 
as the anesthetic was concerned consisted of merely flushing out 
bowel with several liters of water. 

Roith ** has reported on his experience with the anzsthesia in 
He obtained a good anesthesia in 61 per cent., or 130 cases. About 
cent., or 67 cases, required a small amount of supplementary anesthe 


7 cases, needed a large amount of additional inhalation ethe: 


8 per cent., or 1 
All types of surgical procedures are included in his report. Two cases 
evidenced rectal irritation as was shown by tenesmus and a few mucu | 
which he attributed to the improper overheating during the mixtur: 

solution. He believes that the anzsthetic is especially indicated in very net 
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was eighty-four years of age. No pulmonary complications were not 
cases in which Avertin alone was used. In the cases that necessitat 
tional use of ether there were five instances of pulmonary complicatio1 


ney complications were not observed. He has successfully used 
two children to obtain an X-ray One of his cases evidenced rect 


1 
ne wy 


by having blood and mucus in the stools on the day following t 
anzsthetic. He is in decided favor of using the anzsthetic, bei 
impressed in the ideal way in which the sleep is induced. 

Goecke '° reports on his method of using tribromethylalcohol | 
introduction. He introduces the solution by a drop method into 
so regulating the flow that at first it is very rapid and then slowi 
duction as the amount introduced approaches a dose of .I gran 
a satisfactory anesthesia is obtained. In this manner he has be 


obtain a good anesthesia with doses of 1 .t6. .32..] 1, al a 36 
kilo of body weight. The last dose was not exceeded in any cast 


well satisfied with the results in thirty cases in which it was tri 


] 1) 


report ata later period Ww iit he has been able to observe it in n 


Heynemann,*! Killian,*® Conrad,‘ and others have also report 


experience with the rectal ana sthetic. 
Hirsch ** has used the anzesthetic as a supplement to gas, lov 


anzsthesia. Polano** warns one to be careful when supplementi 

a lumbar anesthetic. Gossman '® is especially enthusiastic in its us 

about the head and neck. Unger * and Ruge ™ think that it is espe 
I 


cated in complicated cases of lung cardiac pathology. Butzengeig: 


Gruing,'*’ Muhsam,®® Nordmann,*! Plentz,°® Pribram,°° Schmi 


all report on its usefulness in thyroid surgery. Amers! 
t 


schutz,™ 
ren,-’ von Ejichen,® Kuthe,*! and Toller,°* have described its uss 
otolaryngology. Roedeleus (?) reports on its success in urologi 
\mersbach,! Butzengeiger,® Drugg,®’ Gossmann,'® Peterman,” 
and Wiechoski *” were unable to find any interference with hepati 

+1 


its use. Borchardt,® Kreuter,®® and Nordmann were unable t 


ill effects upon the kidney Numerous other European clinici 
reported upon the value of this anesthetic and the bibliography 
below contains the reports of over 100,000 cases in which the anest! 
used without the report of a single fatality. 

In conclusior .t might be stated that while the last word upon tril 
alcohol anzsthesia has not appeared, it approaches the ideal anzst!] 
closely than any other at our present command. It has its drawbac!l 
its labile chemical constitution that admits of its decomposition wit! 


duction of the highly irritant dibromacetalydehyde, and its rapid 
from the intestinal tract that may permit the flooding of the patient 
toxic dose that cannot be removed. These disadvantages can be ol 
care in the administration of a properly calculated dose with clos 
to its preparation—in not overheating the solution. Its advantages 
fold: The peaceful induction in the patient’s own room, the ease 
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* Mey: Zentralblatt fur Gynakologie, vol. xviii, p. 1127, 1928. 

” Nehrkorn: Zentralblatt fur Chirurgie, vol. i, p. 2, 1928. 

” Nestmann: Zentralblatt fur Chirurgie, vol. xxix, p. 1805, 1928 

“Nordmann: Zentralblatt fur Chirurgie, vol. xvii, p. 1055, 1927; Medizi: 
vol. xiv, p. 520, 1928; Medizinische Klinik, vol. xvi, p. 615, 1928; Mee 
Klinik, vol. xviii, p. 692, 1928 

“ Polano: Munchener med. Wochenschrift, vol. xv, p. 630, 1927 

* Roith: Munchener med. Wochenschrift, vol. xiv, p. 5908, 1928. 


“Ruge: Medizinische Welt, vol. xxiii, p. 873, 1928 


Sebening: Surgical Congress, Berlin, 1928. Zentralblatt fur Gynakolog 
p. 1609, 1928. 

“ Seefisch: Surgical Congress, Berlin, 1928. Zentralblatt fur Gynakologi 
1609, 1928. 

“ Sennewald: Zentralblatt fur Gynakologie, vol. iii, p. 115, 19028 

“Schmieden: Deutsche med. Wochenschrift, vol. xlix, p. 2062, 1927 

” Schrodle: Zentralblatt fur Chirurgie, vol. xx, p. 1231, 1928. 

’Schwalbe: Deutsche med. Wochenschrift, vol. xlix, p. 2064, 19027; Di 


Wochenschrift, vol. xiv, p. 558, 1928 
Sievers: Surgical Congress, Berlin, 1928. Zentralblatt tur Gynakologi 
1608, 1928; Deutsche med. Wochenschrift, vol. xxx, p. 1253, 1927 
* Sioli and Neustadt: Klinische Wochenschrift, vol. xxxix, p. 1851, 1927 
’Trendtel: Munchener med. Wochenschrift, vol. xxix, p. 1256, 1927 
“Toller: Zeitschrift fur Hals, Nasen, Ohrenheilk, vol. xviii, p. 203, 10: 
Wochenschrift, vol. xx, p. 961, 1928 
Ujima: Narkose und Anesthesia, vol. vii, p. 320, 1928 
‘Unger and Heuss: Medizinische Klinik, vol. xvii, p. 530, 1027 
Unger and May: Zentralblatt fur Chirurgie, vol. li, p. 3272, 1927 
*Wette: Zentralblatt fur Chirurgie, vol. xxix, p. 1800 
‘Wymer: Zentralblatt fur Chirurgie, vol. xxxix, p. 2450, 1927. 
” Wymer and Fuss: Narkose and Anesthesie, vol. vi, p. 283, 1928. 
Straub: Munchener med. Wochenschrift, vol. xiv, p. 5905, 1928. 
W. Anschutz: Zentralblatt Chirurgie, September 22, 1928 
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AKAIWA AND SUGANO 


disease. Behm especially has shown this to be the case in the d 


diagnosis of chronic cholelithiasis and peptic ulcer, which give simil 


toms. The degree of acidity after cholecystectomy is an important thet 
guide and should always be determined post-operatively. For this 1 
we have determined the gastric acidity pre-operatively in the followi1 
twenty-four with stones in the common duct, twenty-four of chol 
with or without stones, two of tumor of the liver, one of carcinom 
vall-bladder, one of abscess of the liver. 
There were also twenty-two cases, nine with common duct 
thirteen with cholecystitis, in which the gastric acidity was determin 
before and after the operation. The results are given in Tables | 


which give also the age and sex of the patient, degree of inflamm 
the bacteria found in the gall-bladder. 

If one considers a free hydrochloric acid of fifteen to thirty 
and over thirty as hyperacidity, and under fifteen as hypoacidity, the: 
the two tables one will group these forty-nine cases as follows: twé 
with anacidity, thirteen with hypoacidity, nine normal, two with hyper 


This gives 77 per cent. of hypoacidity or anacidity and compares 
results of others as follows: Boss, 50 per cent., 1913; Miyake, OO 
1913; Ohly, 68 per cent., 1913-1915; Wohl, 46 per cent., 191; 
54 per cent., IQI9Q; Fenger, $5 per cent., IOQ19Q; Matsuo and Sawad 
cent., 1923. 

These authors stated that cholelithiasis and cholecystitis usu 


followed by hypoacidity and anacidity. In order to judge the 


17 


hypoacidity and anacidity made by Hohlweg and others, we will 
results. In the forty one cases the condition of the cyst duct 
mined at operation and in fourteen of these, minor changes wer 
about the duct; in nine there was thickening and marked stenosi 
there was mild stenosis, and in three cases there was complete 
The degree of hypoacidity did noi correspond with the degree of 
ihe cystic duct as has been stated by Hohlweg and Schmidt. | 

and No. 28, in which a scarred atrophy of the gall-bladder was 

a thickening and marked stenosis of the cystic duct, showed not 
Case No. 22 showed hypoacidity, although mild in degree whet 
with the marked hypoacidity and anacidity found in cases No 

No. 32, and No. 53, in which the pathological changes in the 

and cystic duct were mild. Two cases, No. 12 and No. 49, 1 
atrophy of the gall-bladder and sclerosis and stenosis of the cysti 

so marked that there was probably complete dysfunction, show: 
acidity. In case No. 36 wherein the gall-bladder contents were a mill 
in color and the cystic duct was completely closed, there was still fre 
chloric acid in the stomach. In cases No. 15, No. 29, and No. 35 whet 
was acidity; two, No. 29 and No. 35, showed a mild stenosis of tl 
duct and in No. 15 the stenosis was marked. Case No. 52 showed or 
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TABLE II 


Findings in Gastric Acidity in Twenty-four Cases of Cholecystitis, Two of Tum 


One of Carcinoma of the Gall-bladder and One of Liver Absce 


Age 


mex 


27 61 F 6 oO 

- ? | >> 10 

3) 43 22 

12 27 I 26 0 C ‘ B 


N s32 M tO 20 Dilated Mild B 


9 18 M 14 32 Non Mild B 
15 20 F. } oO Dilated Marked 


50 33 M 16 S None Nor B 


55 14 M 20 18 None Non B 


1s 35 M 20 oO 2 Oo Dilate | Mild 


8 14 M 29 24 16 22 Dilated Marked Ba 


16 29 M. 18 7 35 20 | Thickened | Moderate B 
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AKAIWA AND SUGANO 


determine any relationship between hypoacidity or anacidity and sex 


in the patients. 





1 
Ur 2 31 } 
Ga A t t 

20 30 10 ) 
Hyperacidity I 0 oO 0 
Normal Acidit’ oO 2 oO 2 I 
Hypoacidity oO 2 } 6 } 
Anacidity I oO 2 I] > 


Within the limits of thirty to fifty, the sex difference was not percept 
great, being only slightiy greater in women. These findings correspo1 
the fact that cholelithiasis occurs more often in women than in men 
much more frequent between the ages of thirty and fifty. 

In the investigation of the functional changes of the liver in cholelit! 
which will be described later, we made bacteriological examinations 
bile which was withdrawn from the gall-bladder or the common d 
operation. ‘These tests were carried out on forty cases. In four 
the cultures were negative (cases Nos. 20, 41, 45 and 48) Phe 
showed simple infections with bacterium coli, or mixed infections 


cr CCl, staphyloc« CCI, S*'reptocoe C1, O1 of bacillus lactis acid with bacteriut 


In cholelithiasis there is almost always infection of the bile with 
coli, as has already been shown by Miyake (1913), Yokota (1926 
(1927), and others. In our cases, the degree of hypoacidity parallel 
degree of infection. The five exceptions to this were the three cases (N 
No. 45, and No. 48) which showed no infection and anacidity, and 
(No. 20) which showed hypoacidity and no infection, and a fifth cas 
52) which showed hyperacidity and a very low grade infection. The 
of infection, however, seems to have no relation as to whether it is 
or a mixed type of bile infection. Correspondingly, in the cases of 
the degree of infection is usually most marked. Hypoacidity o1 
associated with stone in the common duct, which nearly always showed 
degree of bile infection, was usually more marked than the hypoacidity 
in cholecystitis. 

In investigations done on bile removed from apparently healt! 
bladders at autopsy by Fraenkel and Krause, Williams and Windsor, 
Kirose, bacteria were often found. Opposed to this are the fiftees 
reported by Mieckowski (1900) and the thirty-five cases of Toida 
and our five cases in which the bile removed during a laparotomy fot 
other condition, was found to be sterile. The assertion of van der Rei 
bacterium coli communis, (Gram-negative) which is found in abundanc: 
the colon, shows a tendency gradually to disappear in the upper small 
tine where non-pathogenic bacteria, (Gram positive) the so-called enteroco 
| that not infrequently the upper part of 
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after operation, only a slight drop, 8 or 10 degrees. Patient No 3c 
normal =cidity before and after operation. Three cases, numbers 4 
and 60, which showed anacidity before operation and another case 


pre-operative hypoacidity, showed an increased post-operative acid s« 


which returned to hypoacidity or normal acidity. Only one case, numb« 


changed from a normal acidity before operation to anacidity after ope 
In addition to this we have noticed that one patient, number 22, wl 
anacidity before and after operation, three years later showed 
gastric acidity. According to the assertion of Toida there were ter 
cases who showed an increased acid content post-operatively and _ five 
] 


WA 
we 


in whom the acidity decreased. Matsuo in nine cholecystectomies s 
patients with post-operative increase and four cases with post 
decrease in acidity. 

Aldor, Ohly, Toida, and others attempted to explain this hypoa 
the basis of a chronic gastritis Although differing in some resp 
agree essentially that chronic gastritis accompanies cholelithiasis, but 
not know how they interpret the relation between the bacteria 
cholelithiasis. We believe that hypoacidity and anacidity in cholelith 
brought about by some condition which may exist before the patient 
ally ill, in which condition the bacteria easily enter the duodenum and 
whence they infect the bile passages. When cholecystitis and cholel 
are finally brought about by these infections, the hypoacidity is incre; 
factors which influence gastric secretions, such as fever, chills, vomiti 
Following this the penetration by the bacteria is facilitated and 
chronica anacida follows. From our clinical observations of patient 
cholelithiasis we have noticed in a very careful history that long bef 
actual illness, the patient complained of symptoms of chronic ga 
therefore, we believe that the factors such as hypoacidity, anacidity, b 
infection and cholelithiasis are in direct relation to one another, tl 
affect the gastric mucosa and in this way aggravate the clinical co1 
Hence, in this disease the estimation of gastric acidity should take 
with the other methods of clinical examination. 


CONCLUSIONS. 

1. In cholelithiasis or cholecystitis there is nearly always hypoa 
anacidity. In our cases the percentage of hypoacidity was 77. Wit! 
in the common duct the acidity is lower than in cholecystitis and 
more anacidity than in the latter condition. 

2. From the post-operative results in our cases we cannot see tl 
acidity or anacidity has any direct relation to the changes in the gall 
or cystic duct or any disturbance in their function; especially after oper 
there is no significant change, wherein we cannot agree with the assert 
of Hohlweg and Schmidt. 

3. The gastric acidity in cholelithiasis seems to be the result of ba 
infection of the bile. We believe that the decrease in acid was 
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SURGERY IN BREAST TUMORS; PROBLEMS CONCERNING 
DIAGNOSIS AND TREATMENT * 


By Epwarp J. Kiopp, M.D. 


or Purtapecpnta, Pa 


Tuts subject was selected for the Annual Oration because many 


1 


Fellows of the Philadelphia Academy of Surgery have done much t 
our knowledge, improve our technic and enhance the results in bre 

gery. In fact every member except those who are directing their effor 
keep us on our feet. those who endeavor to clear our minds and st 
our bodies, those who remove obstruction from our excretory channel 


at least one, who keeps our jaws in motion, are interested in, but discou1 





with, surgery in malignant breast tumors. It was expected that by c 
a fairly large group of cases of “tumors” of the breast from tw 
established hospitals something could be learned that would be of ass 
in making early and correct diagnoses and secure better results. Fol 
systems in these institutions have not been established sufficiently 
be of material value. The records also leave much to be desired. The 
tions were done by thirty-five surgeons, and many of the patient 
private which may account for the omission of some desirable infort 
in the hospital histories. 

The laboratory work, with the exception of a few brief interval 
done by excellent men. Opinions on tissue diagnosis were oftet 
from other sources. Not infrequently the pathologists did not agre 
the same slides examined by different men in the same laboratory 
differ in the diagnosis, or the report would be so worded that a surge: 
a moderate knowledge of pathological histology might suspect total 
ferent tumors. 

In May of 1924, the writer '* operated upon a woman for simult 
bilateral mammary cancer. The patient was presented February 10, 

a joint meeting with the New York Surgical Society, an account 
appeared under the Transactions of the Academy of Surgery, May 
The breasts were removed by the Stewart technic at a twelve-day 
One was examined by the director of the hospital laboratory, th 

an assistant. There was sufficient dissimilarity in the reports to 
suspect unlike carcinomas, whereupon the director was requested to e 
both specimens. He reported them as being identical, both adeno 
suggestive of duct origin The axillary nedes were not involv 
wrote that she was in splendid health on May 2, 1920. 


Quoting from Bland-Sutton °° “the breast is so open to observat 


* Annual address for 1928 before the Philadelphia Academy of Surger 
May 7, 1920. 
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and others, that sections cut from the whole breast are less likely 
to error in diagnosis than if a small section of the tumor be examin 
tioning whole breasts undoubtedly will aid pathologists to correct fort 
present misconceptions as to benign and malignant lesions. Seve 
papers by Cheatle * definitely indicate the term “chronic mastitis” a mi 
He states that nodularity and lumpiness often palpated anteriorly i 
of women between the ages of thirty and forty-five, and espe 
lactation, being due to the thickening of the ligamenta suspenso1 
\stley Cooper which are attached te the skin. The branches contai1 
of fat. If the skin is undercut, the cutaneous attachments divi 
nodularity will disappear. Unfortunately an early carcinoma may b 
by this condition. 

Nearly all papers dealing with carcinoma of the breast stress eat 
nosis. Teachers of surgery and textbooks on surgery must inform 
and doctors how a dhagucsis of early malignancy is made, if it cai 
When the rontgenologist fails to detect an early lesion of the ston 
bowel, and he often does, the surgeon will criticize him. Finally, w] 


patient vomits blood or has an obstruction there may be a re-check 


surgeon will blame the rontgenologist for losing an operable, and 
a curable, case. The surgeon cannot lean on the X-ray department t 
nose a breast tumor. Textbooks contain photographs of carcinon 


breast, showing the tumor which may be so large as to deform the 
with retracted nipple, skin involvement, axillary node involvement 


tistics showing far and wide metastases. All of this is necessary 


pressive. However, we should exert ourselves more to recognize the 
before it has reached the stage when chance for cure has beet 
diminished. 


] 


Most carcinomas are discovered inadvertently by finding a | 


ull] 
are other symptoms which should be observed by all persons 

and often at the menstrual period there may be pain or discomfort. | 
ing pain at one point which appears at irrespective times or differs 11 
from previous pain or discomfort is looked upon by Cheatle ® as su 
of carcinoma. The earliest case of carcinoma of the breast he ope 
had no other symptoms; there was no demonstrable lump, micros 
vealed a focus of carcinoma which had begun to invade the surroun 
\ discharge of blood or serum should also be looked upon wit! 
Localized nodularity, or a definite hard lump in the gland, prol 
cont:nue to be our chief diagnostic symptom. 

Carcinoma mastitoides, or carcinoma of the lactating breast, vet 
is the most malignant, fortunately infrequent, tumor of the br 
majority of these tumors are diagnosed abscess. A professor, not « 
but one who operated when the opportunity presented itself, made fou 
radiating incisions, practically cutting the breast into quarters, for 
mastitoides in late pregnancy. The woman did not live to see her chi 
General practitioners and obstetricians particularly should keep the 
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corresponding with Gibbon’s cases. Apparently more attention 


fiven in recent years to benign growths. If this is true an occasi 


carcinoma should be found We can no longer say that the cl 
breast tumor being malignant are three to one. 
Exploratory submammary incision with excision of the susp¢ 


should be done in all doubtful cases. This can be accomplishe d sa 


ty 


and safely with the endotherm knife. The writer has had no experi 


frozen section reports. He prefers to rely on macroscopic eviden 
there still be uncertainty about the diagnosis the wound can be 
the proper manner and wait for a fixed specimen report. Seldo 
operator have his opinion reversed by the pathologist 

Attempts have been made to grade the degree of malignat 
cinoma; histologically by Broders, Greenough and others, and cl 


Lee }% 


hefore or during the operation. Lee and Stubenbord use the age, 


y] 


rate of growth and extent of disease as weighti 


factor into gradation factors, apparently with a considerable deg1 


curacy. All surgeons have considered the weighting factors witl 
mathematical values. One should add obesity and heritage he 
ficient evidence that a person with a bad familial history of carcino 
ofttimes be placed in the group of bad prognosis. The fact ret 


a benign growth requires excision and a malignant growth the mos 
operation the surgeon is capable of performing. 


There are numerous well-standardized operations for amputat 
breast. A surgeon should do the operation he likes best if it 


wide excision of fascia as advocated by Handly. We believe in 


the pectorals with few exceptions. The transverse elliptical 
Stewart has met our requirements in all but two cases. A recent 
large fibroma in the upper hemisphere, regarded clinically as a fib 


The other a large, slow-growing, fixed carcinoma extending 


the shoulder. In both of these the incision was oblique extending 


axilla. It has been our custom to undermine the lower flap wel 


rectus abdominalis, incise the fascia and dissect it upward toward 
Then the upper flap is reflect d, and the axilla cleaned out It 
to have an X-ray of the chest before operating for malignancy 

Pre-operative X-ray treatment according to Wood has little to 1 
it. Experiments in animals have shown that the lymphatics « 
terminal arterioles can, be closed by the X-ray. Therefore, to 
preliminary to operation on the assumption that it will make oper 


by closing the lymphatics is wrong if we believe in the spread ot 


the permeation method. On the other hand, if we accept the emboll 


it may be of value. That metastasis does occur through emboli in tl 
system seems plausible. We have noticed infection more often w! 
was employed pre-operatively. 

Since the routine post-operative X-ray treatments there hav 


428 


and Stubenbord. Histological grading is of no value to tl 
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sarcomas, a trifle more than 1 per cent. A recent textbook on surge 
that “sarcomas constitute about Io per cent. of the tumors of tl 
mary gland.” 

The records of 881 tumors were examined, of this number 114 


sonal cases. The laboratory reports of all of the latter were revi 
per cent. of these were malignant. The large proportion of the 
tumors of our personal cases we believe is due in a measure to 
that nearly 70 per cent. were private. The Jefferson Hospital has 


tionately a much larger private service than the Pennsylvania Hospit 
may in part account for the higher percentage of benign tumors 
more, we did not include cases from the Jefferson Hospital prior 
It would seem that patients with suspected breast tumors are mot 
to apply for advice. However, there is a failacy to offset t 
The average duration of malignant tumors in the cases at the Pen 
Hospital was 9.92 months; Jefferson Hospital 11.84 months 

It has been suggested by pathologists and surgeons that the pat! 
diagnosis of malignant tumors should be so worded that the sur 
radiologist could recognize the type and virulency of the tumor 
types respond favorably to radiation. 

In going over the pathological reports of our own cases it was 
to note the description of these tumors. Those of vast experiet 
describe the specimen macroscopically and microscopically with accut 
detail and frequently express an opinion whether or not it was very 1 


then simply put down the diagnosis “carcinoma.” Often, however 
tion was made of the axillary glands \ll specimens about whicl 
any doubt were sent to other pathologists for opinions. We bel 
all of the pathological specimens were studied with interest and 
in very few cases would the diagnosis be changed if the slides wer 
to other pathologists. It would be highly desirable to have detail: 
tion and uniform and simplified diagnoses. 

That the pathologists should be supplied with more accut 
obvious. MacFarland Pave excellent reasons for careful notes 


] ] 


Two cases, one not included in the cases reviewed, strongly su 


“enucleation” of a supposedly benign tumor is insufficient. An abl 
enucleated a benign tumor from a woman’s breast forty-five y 
\ competent pathologist reported it as benign. Within twelve mont 
was a recurrence beneath the scar with metastasis. ‘The breas 
excised for verification of the diagnosis: it was carcinoma 
The other case, a woman fifty years of age, had a fibroma ex 
examined by a reliable pathologist who confirmed the diagnos 
six months there was a recurrence. Shortly the breast had the app 
a rapidly-growing scirrhus. The first slides were examined by other 
ists and the diagnosis was confirmed. Following a radical amput 


tumor was examined which proved to be scirrhous carcinoma. T| 


indicate that it is safer to excise the segment of the breast contai 
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benign tumot1 hi rcinomatous cells probably wer 
gsrowth. 

In two ot our personal cases unnecessary radical amputati 
one for diffuse cystic mastitis in which carcinoma was suspect 

or 
proved to be multiple fbromata which had been diagnosed clinica 
er Che pat! ee i | : 4] ; : 
sarcoma ne pathologist, a young man, Nad the specimens exami 
of wide experienc 
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taining the tumor should be excised. 
4. Amputation of the breast leaves a bad deformity. Let us reserve 


operation tor definite indications and then do it thoroughly. 





EDWARD J. KLOPP 
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at the Woman’s College Hospital. This patient had known of a tumor 
left breast for five years, at the beginning of which time she noticed 
red area in the outer up per qui idrant. About one year ago, the mass 


increased three or four times its original size, the skin broke dows 
began to bleed. Still for some months she continued to treat hersel 
finally in April, 1928, she consulted Dr. George Pfahler. Since then s 


had fourteen X-ray treatments. The bleeding stopped and the n 
smaller in size. She was then referred to Doctor Rodman for operatiot 

The left breast presented an area, 5 by 2.5 centimetres, to the out 
of the nipple in the upper outer quadrant, the skin over which was ul 
Chere was a definite tumor mass beneath, which was not adherent to tl 
wall. The axillary glands were palpable on the left side. 

May 11, 1928, the breast was amputated with no other idea than 1 
trol of haemorrhage and the removal of the ulceration. Pathological « 
tion diagnosed the mass adenocarcinoma. 

March 14, 1929, about ten months after her first admission to the 
she was readmitted for the purpose of X-ray study because she com) 
of a lump in the right clavicle and pain in back for five weeks. Sin 
operation she had gained weight and her general health was great! 
for about seven months, when she first noticed the lump above referred j 
the right clavicle. 

Dr. JAcop VASTINE demonstrated a series of X-ray films illustt 
ous phases of the metastasis to bone from carcinoma of breast. The 
also called attention to some of the results which had been obtain 
the treatment of primary growths by intensive radiation. He laid 


¢ 


STS were } 


emphasis. on the fact that most cases which the rontgenolog 
upen to treat were already in an almost hopeless condition. Doct 
was of the opinion that primary growths could be treated with p1 

same degree of success by radiation as by surgery, if the rontgenol 


the opportunity of treating the favorable ones. 


CHORDOTOMY FOR GASTRIC CRISES, COMPLICATED BY A 
INTESTINAL OBSTRUCTION 
Dr. Hustey R. Owen and Dr. Temp_e Fay, by invitation, rey 

following case which the reporters believe to be the first one 
which an acute intestinal obstruction occurred in a case where s 
the anterolateral columns (chordotomy) had been performed, rendet 
patient anesthetic to pain on the right half of the body below the nipy 
The signs and symptoms of intestinal obstruction in the presence of t 
thesia were unusual. An exploratory laparotomy was possible o1 
side without the need of anzsthesia, and an opportunity was 
observe the remaining distribution of pain fibres to the peritoneu 


, ‘ 
( 


of much importance, neurologically. The case also illustrates a new 
of chordotomy whereby the selection of pain fibres within the cor 
under local anzesthesia, 1s possible, so as to permit the destructio1 
fibres alone, leaving other forms of sensation intact. 

Doctor OweEN established at the time of his operation, the 
parietal peritoneum on the right side was insensitive to pain. Thi 
ponded to the area of the pain loss also noted in the skin and muscle el 
Doctor Owen found that traction or manipulation of the visceral pet 
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food. Her menses aggravated the attacks. There was no referenc 
to the arms or groin at this time. The pains of which she complain¢ 
similar to those which began five years ago, and were called rheumatt 
The attacks of pain have increased to such a degree that she spends n 
her time in bed. 

She was a fairly well-nourished, white female, who evidently was in 
distress and pain, as evidenced by her position and facies. 

Neurological examination showed marked diminution of the deep ter 
reflexes throughout, with Argyll-Robertson pupils and ataxia. 

Gastro-intestinal X-ray. leitis and czcitis of infectious origin 
X-ray evidence of intra-abdominal malignancy. Intra-abdominal adh« 
post-operative. 

The patient was diagnosed as having tabes with gastric crises. [1 
sultation with Doctor il pin it was decided to place her on treatment of s1 
drainage and mercury by inunction. She had three diainages and made « 
lent progress, having had two attacks of epigastric pain up to November 
1928. On that date, she complained of pain in the same place. No tl 
] 


enn 


seemed to be of benefit. November 20, she became confused an 
ous, shouting and talking about committing suicide. Although she w 
fined to a quiet room, she disturbed the entire ward. It was decided 
fore to transfer her to the Philadelphia General Hospital which w 
December 3, 1928. 

Wassermann studies at the Philadelphia General Hospital showed 
plus spinal Wassermann. Several blood Wassermanns were negative 
patient was studied in the service of Dr. George Wilson who concurr: 
the diagnosis of tabes with gastric crises, and because of the patient’s 
and prolonged attacks of pain, advised section of the anterolateral col 
on each side of the spinal cord as a means of relief of pain. She was 
ferred to the service of Dr. Temple Fay, on January 21, 1929, and a bil 
chordotomy performed under local anzsthesia. 

The anterolateral columns were incised on the left side by means 
cataract knife. The resultant sensory pain and temperature loss wass det 
strated after each incision by careful neurological tests made by Doctors 
ler and Wilson, until the level for pain loss was demonstrated as hig] 
fourth thoracic segment on the right 

Following the left-sided chordotomy there was some loss of motot 
in the left leg. The dentate ligament on the right was then incised, the 
rotated and chordotomy performed. Anzsthesia was not demonstt 
high on this side, but only to the region of the hip. On the right sic 
body, anzsthesia was demonstrated approximately to the third dorsal si 

The patient had an uneventful post-operative convalescence except 
for some lighting up of an old cystitis. She rapidly regained the powe1 
left lower extremity and anesthesia was demonstrated for pain on th 
side as high as the fifth thoracic segment; a diminution for temperatur 
was present though this was not lost. On the left side, the loss of 
extended as high as the second lumbar segment, with marked impairm 
pain as high as the ninth thoracic segment. Temperature sense w 
impaired, but not lost in this area. (Fig. 1.) 

The case demonstrated that the pain fibres for the sacral region and 
extremities are situated on the periphery of the spinal cord. Doctor Spill 
sensory examination disclosed that the area of anzsthesia rose on the b 
the knife was introduced successively deeper into the cord in the regi 
the anterolateral columns. The definite loss of pain without a similar d 
of temperature loss indicates that these fibres are represented by sey 
pathways within the spinal cord, and that with great care, under local 
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The diagnosis of intestinal obstruction was made and the patient 


operated upon immediately by Doctor Owen. Incision was made to th 


of the nid-line without the need of an anesthetic. On opening the perito1 


considerable blood-stained fluid was found in the free peritoneal cavit 
immediately there presented itself a large obstructed coil of intestines 
large loop of small intestine, estimated between eight and ten feet, was 
tightly bound by a band of adhesions around the mesentery, and the 
loop of gut was twisted on itself by torsion. The torsion was correcté 


the thick band of adhesions was cut between two ligatures. The const: 


area was well back in the mesentery, but the wall of the bowel was 


ing and was brownish in color. No area of actual gangrene nor necrosi 
found. Hot towels were applied and the color of the intestines was part 


restored. The area of involved intestines was too great and the | 
condition too grave to warrant any thought of resection. The gut was r 
to the abdomen, and the abdomen closed by through-and-through 
with one suprapubic drain to the pelvis. The operation was performed 
out any anesthetic, with the exception of during the manipulation of 
tines, when a small amount of nitrous oxide and oxygen was admini 
She was returned to the ward in grave condition, and died the sam 


The reporter remarked that the interesting factors in this case 
method for determining the level of pain loss in cases where chord 
indicated, and this method can be accurately determined by examini1 


patient during the cutting of the anterolateral columns, under local ana 


The sensory supply for pain to the peritoneum is another most inter 


point in this case. It was not only possible to make an exploratory 
on the right side of the abdomen in this field of anzesthesia, witl 
patient’s knowledge, but Doctor Owen noted the absence of any | 
manipulating or opening the parietal peritoneum. The visceral perit 
however, was painful, and required a slight gas anzsthesia in order to 
surgical relief of the torsion and obstruction. This is evidence 
fibres are supplied to the visceral peritoneum, either bilaterally fron 
which still had pain sensation in the upper thoracic segments, or, 


pain fibres reach the cord at a level higher than the third thoracic 
and hence that the pain experienced by the patient was carried by fibr 
reached the cord; either on the left side or above the third thoracic s 
\nother interesting phase of this case was the masking of symptor 
to the chordotomy, and probably somewhat due to the presence of tale 
absence of rigidity implies some factor associated with pain that 


turbed, or must be considered from the standpoint of her tabes. It 


; 


cult to estimate whether the constriction of the mesentery by the bai 


adhesions first aggravated her abdominal pain; but in as much as hi 
preceded her formal abdominal operation, and were not relieved by 
possible source of adhesions following the former abdominal expl 
does not lend sufficient weight to the consideration of intermittent ol 


tion as responsible for her pain. A clear-cut case of tabes makes thi 
] 


tion probably one of typical gastric crises; the sudden intestinal obstru 


heing an unusual complication. 
Dr. Francis C. GrAntT said that the indications for chordotomy 


tric crises are clean-cut paroxysmal pain of such severity and frequenc) 
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inadequate sufficiently to control pain produced by the manipulations 
sary to free delicate structures like the posterior roots from the ad} 
which surround them in tabes. Since the carefully standardized 
described by Frazier can be used so successfully with general ana 
whereby unnecessary pain to the patient is avoided, it seems unwis 
don it even if thereby obscure anatomical problems may be solved 

Dr. Temprte Fay remarked that in most chordeternies, includ 
eral cases which he recalled o1 i Frazier service, and in his ow 


1 


ence, one does get a traumatic myelitis associated with motor we 


following operation, which may last for one week or ten days. It 
trauma of the cord at the time ot the chordotomy and does not ne 
indicate the section of the pyramidal fibres. The return of motor 
is evidence that it must be due to trauma, and not to section, as no retut 
function ever occurs after destruction of the fibres within the spinal cor 

\s to the type of anesthetic, there is no doubt the patient is less 


knows exactly what he is 


fortable under local, and yet with it one 
the neurologist is able to tell the operator when he has cut the desir 
ber of fibres, which he wishes to select. In the other cases also des 
Doctor Wilson and the speaker were able not only to do a chordotot 
to take away only the supply of pain from the right hip and leg. The 
not want to destroy pain any higher than the hip and therefore preferr 
method. Whether there is a greater hazard of destroying moré 
wants to under general anesthesia, it is difficult to say. Doctor Spill 
added a further refinement of his operation, which, with improvement 
technic of local anzsthesia, will be even more acceptable. 

GASTRIC CRISIS COMPLICATING CANCER OF PYLORUS 

Dr. Hustey R. Owen reported the case of a man, fifty years « 
who was admitted to the Woman's College Hospital October 22, 1925 
the chief complaint of rapid loss of twenty-five pounds in weight 
malaise, weakness and abdominal pain. 

For about six months prior to his admission to the hospital this 
been having pain in the upper abdomen. The pain was severe in « 
it had no relation to the taking of food. There was a sense of const: 
around the upper abdomen. The pain was not referred and was unas 


] 


with nausea and vomiting until recently. During the three weeks 
admission to the hospital, he had lost twenty-five pounds in weight 


pain, which was occasional at first, during the past three or four weel 
been constant and he has been nauseated and has vomited at frequent 
vals. At no time has the vomitus contained blood. 

When admitted the abdomen was fairly well nourished but th 
ance of the tissues indicated loss of weight. No tumor nor masses 
felt. Patient complained of subacute tenderness on deep palpatior 
epigastrium. No tenderness in the region of the gall-bladder nor 
Rectal examination revealed no abnormality. The patient had Argy 


1 


son pupils; a fine tremor of his hands; slight exophthalmos ; complet 
of knee-jerks. Romberg’s sign present. Hemoglobin 65 per cent 
blood cells 3,250,000, white blood cells g600. Examination of gast1 
tents showed no free hydrochloric acid; presence of lactic acid. Blood 
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On the following day a slight cough developed and a few squi 
could be heard at the left apex. Forty-eight hours after operation 
lary temperature rose to 103.6°, and the pulse to 170. She became di 
Examination of the chest at this time showed the apex beat to be d 
to the left anterior axillary li 
entire left chest was flat to percus 
the breath sounds were almost 
except at the apex. The patient 
cyanotic, appeared to have great 
‘ in breathing and complained of a 1 
or dragging in the left chest. | 
following morning she had a seve 
f dyspncea which was relieved 
coughed up a small mucous plu 
diagnosis of massive atelectasi 
been confirmed by X-ray exai 





(Fig. 2), she was placed on the sou 
and encouraged to cough. The 
failed to materially improve 
patient’s general condition became 
On May 18, five days following tl 





Fic. 2.—Appearance of chest 
before bronchoscopic aspiration Sale 
tion and three days after the deve 
of the atelectasis, X-ray failed to show any improvement and she w 
consultation by Dr. Gabriel Tucker, who advised immediate bro 
aspiration. 

The bronchoscope was introduced through a_ laryngoscope 
main bronchus was clear but the left was tightly plugged. Aspirati 
about five cubic centimetres of thick, tena 
cious material which later was found to 
contain the pneumococcus in pure culture. 
The reaction of the patient to this pro 
cedure was immediate and spectacular. 
The left chest which had been completely 
immobile expanded and the tugging sensa 
tion, of which she had previously com- 
plained, disappeared. X-ray examination 
made within fifteen minutes after the 
bronchoscopy showed the lung filled with 
air. (Fig. 3.) The patient passed a com 
fortable night and on the following morn 
ing coughed up several plugs similar to the 
one aspirated. The physical signs in the 
lung and the position of the apex beat F's. 3 Appearance of 
rapidly returned to normal. There was no adie 
elevation of temperature after the aspiration and convalescence 
appendicectomy progressed uneventfully to recovery. The patient 
charged May 29, nineteen days after the original operation and twel 

{ after the bronchoscopic aspiration. 

| The thing which impressed everyone who saw this patient was th 
plete absence of pain or shock occasioned by the bronchoscopy. Th 
herself said immediately following the procedure that, while of course it was 





uncomfortable, the relief was so great that she would not hesitate to hav 
done again. Doctor Smyth remarked that he was reporting this case not ot 
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large quantities of sputum following some change of position, or s 
den excitement, and after the expulsion of the secretion their 
symptoms will be immediately relieved. Doctor Santee has actually 
this relief of obstruction under the fluoroscope when he was ex 
patient, and his suggestion that we turn the patient on the opposit 
at times all that is necessary. 

Doctor Scott, of Rochester, has suggested a very valuable pr 
the use of inhalations of carbon dioxide to increase the depth of 
thus restoring the cough reflex and promoting the expulsion of 
cious secretion. If one understands the mechanism of post-opet 
lapse and appreciates that the therapeutic indications are the reliet 
chial obstruction and the establishment of an airway so that the cou 
will be restored, he can intelligently employ these measures. | 
stages, deep breathing or a change of posture may be all that is 
In the same period or a little later, the deep inhalations of carl 
may suffice but after a lapse of several days, because of the gradu 
ing viscosity that follows the loss of the fluid content of the secreti 
choscopic drainage should be considered. In the later stages, tl 
procedures are rarely successful, while bronchoscopic drainage 
diate and positive relief. 

Present experience shows that bronchoscopic drainage is not 
able procedure, and after simpler measures fail, the patient sh 


be given the benefit of such a procedure. 
BULLET WOUND OF INTESTINES AND KIDNEY WITH NEPHI 


Dr. BENJAMIN LipsHUTZz presented a man, thirty-eight year 
who was admitted to the Mt. Sinai Hospital January 19, 1929. Twent 
utes before admission to the hospital while bending over, a revol 
ped from his pocket and discharged, the bullet entering a littl 
to the left of the umbilicus. He immediately complained of violent 
pain and began to feel faint; the speaker saw him one hour late1 
in shock. The pulse was feeble, rate about 90, blood pressure 70; 
tion of the abdomen showed diffuse tenderness and rigidity, and 
over the back showed the bullet below between the eleventh and twe!l 
Immediate operation was carried out under local anesthesia, sup 
with nitrous oxide and oxygen. An upper left rectus incision was 
opening the abdomen free blood clots and intestinal contents wert 
Examination of the spleen, pancreas and liver disclosed no injury 
tine, namely, the upper ileum and jejunum as far as the duodet 
junction disclosed fifteen perforations; these were closed with 
Lembert sutures, care being taken to avoid any occlusion of th 
Bleeding still continued, and examination of the root of the mesentei 
showed a point of rupture which was oozing blood; the bleeding point 
ligated and the rent in the mesentery closed with ligatures. The root 
mesentery of the jejunum also disclosed a site of oozing and ar 
hematoma; the latter was opened and found to contain blood cl 
ing points were ligated and the mesenteric wound closed. Bleeding 
sisted from the posterior part of the abdominal cavity and the presei 
large dark red swelling over the region of the kidney indicated evident 
panying injury to the kidney or one of the socalled massive hemorrhages 
of the renal bed. The parietal peritoneum was separated from the abd | 
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lowing disasters in older people; he agreed with Doctor Gibbon tl 
cent. of diseased gall-bladders can be removed with benefit to tl 
In patients over sixty, however, where there is some question as ti 
dition of the myocardium and where the operation of cholecystecto 
to have a reflex action on the circulation, post-operative death has 
due to a failing myocardium; and so he has come to look with a doul 
upon cholecystectomy as a routine procedure in these older pati 
course, after cholecystectomy he has had recurrences and in on 
removed the gall-bladder ten years afterward. 

Following cholecystostomy in younger patients, he believed 
cent. would have recurrence; but in patients sixty or over, unles 
some organic change in the gall-bladder which clearly calls for 
he is satisfied with cholecystostomy. In certain other cases of 
virulent infection of the gall-bladder, the less done the better 
other parts of the body), and it has always seemed that quick d1 
quick retreat were in order. In the cases between these two 


the thick and cedematous gall-bladder which will probably never ret 


normal and healthy condition, the speaker had in several instan 
with satisfaction the subtotal operation, resecting the gall-bladder 
about one-fifth of it into which a tube for the drainage of bile is 
to the recurrence of symptoms after operation for obstruction 

whether this is due to operative injury or to stenosis following ulcet 
the duct from pressure of calculi, he noted that Doctor Gibbon 


may be due to ascending infection from the gastro-intestinal t1 
knows that the further down the anastomosis is made, the mor 

subsequent infection usually is. There is probably no difference 
respect between stomach and duodenum, and the most successful 

speaker has seen followed the implantation by him of the injured 

the stomach. The results have been excellent and the danger of 

the ducts is minimized. 


) 


Dr. Georce P. MuLLER said that he performed cholecystostot 


cases of empyema, because he feels that when one has ripped the 


from the liver and opened up the connective tissue spaces to fir 
duct, one has opened up avenues for infection, because all th 

an infected gall-bladder must be infected, and it adds to the spr 
tion. Some time ago he performed cholecystectomy in most cases o1 
but last year reversed the procedure and performed cholecyst 
mortality was lower. On the other hand, dilatation of the commo: 
following cholecystectomy does not occur unless a normal gall 
been removed. Doctor Gibbon thinks that a compensatory dilat 
already occurred and that the patient has had time to become us: 
a phenomenon. This may be so, but when definite pathology is p1 
the gall-bladder with the jeopardy of life from acute infection, thé 
cannot see the wisdom of doing anything but cholecystectomy, except 
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PHILADELPHIA ACADEMY OF SURGERY 


when stones are found in the gall-bladder and the common duct 


one ought not to be content with palpation, because one cannot 


stones in the presence of dilatation, and it is wiser to operate in su 


His point was for the removal of any stone rather than with tl 
opening the dilated duct. Also, he said that he did not know that 
tation of the duct is harmful. Judd at an American Surgical A 
meeting showed a case of dilatation of the entire biliary tract aftet 
of the gall-bladder, so that it would seem that dilatation does take pl 
the gall-bladder is out of commission due to disease. Removal ot 
tion of the gall-bladder causes a compensatory dilatation of the 

sion should be done down close to the common duct; a number of 
think the only thing necessary is to take the gall-bladder out an 

overlook this important point and do a great deal of harm. It must 


out close to the common duct, regardless of the situation. 


STATED MEETING HELD MAY 7, 1929 


The President, Dr. Asttey P. C. Asuuurst, in the Chair, 
Catvin M. Sumyru, Jr., M.D., Recorder 


COLORED MOTION PICTURES OF SURGICAL OPERATIO! 
Dr. WALTER E. LEE demonstrated a film of motion pictures 
tions, made in colors. ‘These pictures represented the first attet 
colored reproductions with the artificial light of the operating 
great handicap has been that in looking at a black and white 
keeps trying to interpret the film in colors and this makes it 
follow the technic. The speaker did not consider the demonstrat 
but presented the film because it seemed to be the first evidence 


in attempts to employ this method of teaching surgical techni 


TENDON TRANSPLANTATION FOR WRIST DROP 


Dr. De Forest P. WILLARD presented a man who was injured 
] 


( 


27, 1926, when he received ten fractures of the right upper extret 


an injury to the musculo-spiral nerve. At least three of the fr: 
compound. He was treated at St. Luke’s Hospital, Bethlehen 
duction of the fractures of the radius, ulna and humerus wer: 
the fractures healed without infection. In April, 1927, a bon 
operation was performed for an ununited fracture of the midd 
humerus. In May, 1928, the musculo-spiral nerve was operat 
sistent wrist drop. The nerve was found to be a mass of fibrous 
union of the nerve tissue was found to be impossible. During the 
he was examined by neurologists in New York and Philadelphia, ai 


nerve operations were considered useless. Tendon transplantatiot 
gested. After full discussions of his needs, it was decided that 


extension of his fingers was not necessary, but that strong extensi 
fingers to the 180° position and sufficient extension of the thu 
and one to the common extensor. This procedure usually fur 
for a short period of time, but the weak flexor often proves inad 
the necessary work and the tendon stretches and the finger flexi 
In this patient scars of the operative incisions on the bones of th 
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the first time in two and one-half years. An X-ray picture of 
showed the trachea had returned to the midline. She still experien 
sional mild attacks of tachycardia and palpitation. Her nervous: 
greatly decreased but had not entirely disappeared. 

The degree of torsion of the larynx with cedema of the epig! 
arytenoids and the marked posterior lateral displacement of the 
carotid artery were the findings which prompted the report of 
The outward displacement of the common carotid artery is of 
value in adenomatous goitres, as in tuberculous or malignant tut 
artery lies in the centre of the mass. 


GANGRENOUS INFECTION OF THE HAND AND FOREARM FOI 
HUMAN-BITE 


Dr. Joun B. Frick reported the case of a negro man, aged thirt 


who was admitted to the Pennsylvania Hospital December 30, 19 
the history of having been bitten on the right thumb by another 

days previously while engaging in a street fight. The hand wa 
swollen, he had a temperature of 102° F. and seemed toxic. The | 


forearm were incised under a general anzsthetic and pus evacuat 
tissues expos 
wound wert 
and had a peculi 
ish-gray app 
odor was most 
and reminded 
which is 


spire chzetal 


rvangerene. \ 
examination of 
from the hand 
numerous 





Fic. 1 Infection of the hand nd torearm following humar te 4 
; . 5 ~ omc. Dgaee SO » vhi 
showing the extensive destruction of tissue m ¢ tT woh 


motile and wl 
thought to be spirochetes. Subsequent smears showed definitely th 
of spirochetes. A non-hemolytic staphylococcus albus was 
culture, but no growth of the spirochetes was obtained. A guinea 
lated in the groin remained healthy. It was killed almost two mont 

Five days after the patient’s admission to the hospital it 
that he had jaundice and he began to have chills and sweats 
extensive destruction of tissue in the hand and forearm and amputat 
forearm was advised. (Fig. 1.) This the patient refused \ bloo 
taken at this time failed to show a growth. The patient died on |] 
1928, sixteen days after the injury was received. | 

While the type of spirochzte was not identified nor the fusifort 
of Vincent isolated, this case suggested that the organisms of 
Angina” so often found in the human mouth might be factors in 
ing the seriousness of human bites. With this in mind the reporter 
the literature for cases similar to the one cited. 

Hennessy and Fletcher report the case of a Malay who was 
the left forearm and thumb by another Malay and who developed 
tion of the thumb with extensive destruction of tissue and disors 
of the thumb joints. The pus from the wound contained fusifor 
and enormous numbers of spirochetes. They refer to other cases 
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The temperature, pulse, and respiration on admission were 99.2-104 
diagnosis of cholelithiasis was made on admission. With the shifting 
pain and tenderness and rigidity to the left side of the abdomer 
morning after admission, an additional diagnosis of acute 
was made. 


a! 
biel 


At operation, December 2, 1927, the peritoneal cavity was found 
tain chocolate-colored fluid and fat necrosis was seen in the pet 


The pancreas was swollen and indurated. The entire gland was 
color and gangrenous throughout. The gall-bladder was opened 

to contain several hundred small, yellow stones which were evacuat 
stones were palpated in the common duct. The gastrohepatic oment 
opened, exposing the pancreas. Drainage of the pancreas w 
lished by multiple cautery incisions. The gall-bladder and pancr 


drained, externally. | 
The post-operative course was stormy and on the fifth day sh 
the physical signs of atelectasis of the left lower lobe. Che tet 
pulse and respiration remained elevated, the abdomen was distended 
was distressing hiccough. On the thirteenth post-operative day 1 





i¢ 
I 


fluid were demonstrable in the left chest. The blood sugar rang 
135 to 99 milligrams per 100 cubic centimetre of blood, the patient 
a diabetic diet with insulin. The abdominal wound drained profu 
necrotic material. On the fourteenth post-operative day a small at 
straw-colored fluid was removed from the chest. Aspiration was 


six days later and 100 cubic centimetres withdrawn. On the twent 
post-operative day a fluctuating mass was palpated in the left upper 
On the thirty-eighth post-operative day the patient was again opet 
and an abscess near the tail of the pancreas drained through the 
region of the left loin. This operation was followed by marked 
ment. Forty-nine days after operation the chest was again tapped 
cubic centimetres of fluid removed. Following this both wounds 
profusely though the temperature was slightly hectic The pat 
allowed out of bed after seventy days from the original operation. A 
feature was noted during irrigations of the abdominal wounds: the 
would cough and taste the irrigating fluids and a diagnosis of al 
bronchial fistula was made. However, improvement continued 
patient was discharged February 28, 1928, three months after 

\t present she is apparently in perfect health. 


INCARCERATED RETROCAZCAL HERNIA—GANGRENOUS APP! 


Doctor ELIAsSoN presented a man, sixty-five years of age, wl 
mitted to the University Hospital in the service of the reporter, 
20, 1927, whose chief complaint was pain in the lower abdomen 
vomiting and constipation. Seven days prior to admission he drank 
and ate various sea foods. The next day he complained of pai 
lower abdomen, followed by nausea and vomiting. He was confin 
from then on; the pain became worse and localized in the right 
quadrant. Vomiting continued and there was no bowel movement 
onset to admission. 


On admission the temperature and pulse were normal. The bloo 
sure was 115S-50D. The patient was emaciated and weak. The leu 
were 17,800. The abdomen was distended and tympanitic. The 
tenderness in the lower abdomen, especially the right lower quadrant 
a mass could be palpated. A diagnosis of append'ceal abscess wi 


and the patient was operated upon immediately. The right lowe1 
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On the morning of January 29, 1929, he was seized with sever 
ing pain in the centre of the abdomen which did not radiate. HH 
work, however, and at the completion of his milk route the pain 
more severe. He was admitted to the University Hospital the « 
the same day. Physical examination of the abdomen at this tim 


extreme tenderness throughout the upper abdomen, being most sever: 
left upper quadrant. Deep palpation was not especially painful. TT! 
men showed very little rigidity, but the wall was extremely thir 
upper half of the abdomen. Peristalsis was diminished. Rectal « 
tion was negative. The blood pressure was 140S-04D. There w 
elevation of pulse and temperature. The leucocytes on admissi 
7900, but one hour after admission a second count was I1,400 

was negative. An X-ray examination failed to reveal the evidenc 
under the diaphragm. 

Laparotomy was done by Doctor Eliason four hours after 
The gastro-enterostomy site was examined and found to be funct 
mally. An ulcer was found on the jejunum proximal to the 
jejunostomy. The loop of jejunum distal to the gastro-jejunost 


firmly adherent to the proximal loop at the ulcer site and there was a 
ulcer of the distal loop of the jejunum. The proximal loop was kin! 
partially obstructed and there was dilatation of the gut above the obst: 
The distal loop was hypertrophic but not obstructed, and showed 

ache 


of previous ulcer five years before. In an attempt to free the 
jejunal wall was perforated at the point of ulceration. The ulce: 
distal loop was found to have penetrated to the serous coat. The u 
areas were excised with the cautery and a jejuno-jejunostomy was peri 
at this site. An area of calcification was found in the right rectu 


f +} 


The convalescence was complicated by a breaking down of 1 


tissues of the wound and a bilateral basal atelectasis. 
SURGERY IN BREAST TUMORS 


Dr. Epwarp J. KLopp pronounced the annual oration entitle 


in Breast Tumors; Problems Concerning Diagnosis and 1 


which see Pp. 424. 
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TRANSACTIONS 
NEW YORK SURGICAL SOCIETY 
STATED MEETING HELD APRIL 10, 1929 


The President, Dr. Frank S. Matuews, in the Cha 
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\t operation his gall-bladder was found firmly embedde 
inflammatory adhesions, but its walls were not thickened and it cor 
no calculi, nor were there any calculi in the cystic duct. Its size was 
imately three times that of the normal gall-bladder and it contained 
appearing bile. The biliary ducts were palpated and were fou 
to be dilated. No calculi were palpated within the ducts. His liver 
normal. His gall-bladder was removed and the wound drained. For 
days bile drainage was profuse, but other than this his convalesce: 
entirely satisfactory. and he left the hospital twenty-three days afte1 
tion with a granulating wound which subsequently healed completely 

He remained well for about one month, but at the end of this ti 
suffered from upper abdominal symptoms and rapidly lost twenty 
in weight. He did not become jaundiced nor did he give any history ot! 
fever, or sweats. He was readmitted to the hospital and kept unde 
tion for three weeks. During the first week there was a persistent 
about 100° and tenderness over the lower portion of the operati 
During the following two weeks his temperature remained norn 
showed no jaundice, his icteric index was 13, and X-ray examinat 
out any lesion of the gastro-intestinal tract. 

\t operation the common and right hepatic bile ducts wer 
contain an enormous accumulation of calculi. The common duct w 
and many, though not all, of these calculi were removed. Becaus: 


1h LJ 


Ive 


patient’s condition the operative procedure was terminated by the 
of a fenestrated catheter into the hepatic duct for drainage and 
sequent administration of bile to the patient. 

His post-operative course was exceedingly severe. During th 
the catheter remained in place, a daily average of twenty to twer 
ounces of bile drained through it. This was given back to him by 1 
a nasal tube into the stomach. Two weeks after operation he becam« 
jaundiced and his icteric index rose as high as 4o. Throughout his | 
convalescence, his jaundice and icteric index fluctuated considerably, | 
a gradual general downward tendency. Similarly, his drainage o 
tinued to be profuse, but also with a tendency to become less i: 
\fter removal of the catheter drainage a large number of biliary calcu 
discharged through the wound. Many of these appeared to be casts 
smaller biliary radicals, others were distinctly faceted and 
material was of a granular, sand-like nature. Marked asthenia, 
exacerbation of a chronic otitis media, and multiple furuncles wer: 
complications. At the end of about three months, he began to show 
ment and he was able to leave the hospital January 28, 1929, one hund 
twenty-four days after operation. 

Since that time his sinus has discharged but one small calculu 
biliary discharge has diminished to a scant amount. Whether 
calculi have been eliminated and the formation of further calculi c 
whether he has reéstablished a lumen through a duct filled with cal 
was the situation prior to his second operation, remains to be show! 
subsequent course. Because of the slight jaundice present before hi 
cystectomy was done, it seems reasonable to assume that one 01 
calculi within his ducts were overlooked at that time. The interesting 
of his case and the reason for his presentation to the society lie in 1 
duction of the enormous number of biliary duct calculi within a period 
months following the removal of his gall-bladder. 


the rel 


Dr. Epwin BEER Coubted whether the stones in Doctor Dudley’ 


case had reformed in the ducts, because Doctor Dudley had failed | One! 
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a definite dislocation of the acromial end of the clavicle. The hu 
showed no evidence of fracture. X-ray examination confirmed p! 
findings of dislocation. 

Four days after admission, under general anesthesia, the acromial cl 
lar articulation was sutured by open operation. An infraclavicular i 
from the middle line of the clavicle to the acromion of the scapula w: 
The acromial ends of the clavicle and scapula were freed of muscle, at 
conoid and trapezoid ligaments were found ruptured. The acromial p1 
»f the scapula, and the acromial end of the clavicle, were drilled wit 
holes each, and sutures of kangaroo tendon were passed approximatii 
these bony structures, although they were not tied. A kangaroo sutut 
then passed under the coracoid process of the scapula and over the cl 
and this was tied when the acromioclavicular joint had been reéstablis! 
this suture. The sutures approximating the acromioclavicular joint 
then tied. The trapezius and deltoid muscles were sutured over th 
and the arm was placed in a Velpeau dressing reénforced by plaster 
days later the sutures were removed and a second Velpeau was appli 

Patient’s shoulder was kept immobilized for six weeks, following 
physiotherapy was instituted. 

At the present time, the patient has a perfect anatomical and fu 
result. 

Doctor Colp emphasized the point that the suture which is passed 
neath the coracoid process really supplants the conoid and trapezoid 
ments until definite union takes place at the acromioclavicular joint 
heen found expedient in passing the suture under the coracoid to 
the pectoralis minor by dissecting the pectoralis major from the 
When this is done no difficulty is encountered in passing an aneurisn 
under the coracoid process. 

This method has been found quite effective in several other patient 
while the use of the fascia lata has been recommended in some cases 
experience it has not been found essential. 


STENOSIS OF THE COMMON BILE DUCT 

Doctor Cop presented a woman, sixty years of age, who was 
to Mt. Sinai Hospital, June 4, 1928. For twenty years she had vague 
toms of indigestion. During the eight months prior to her first admi 
she had had five attacks of typical gall-stone colic. She was first ad: 
to the hospital March 3, 1926. She was then emaciated, acutely ill, 
a globular mass situated in the right upper quadrant of the abdome: 
which there was rigidity and tenderness. Jaundice was definite. 

\t operation the gall-bladder was found buried behind the stoma 
duodenum through adhesions. When these were separated, a perichole: 
abscess was found. The gall-bladder itself was shrunken, acutely infl 
and contained a single calculus \ mass of adhesions ran over tl 
part of the gall-bladder, and in order to find the cystic duct the gall-bl 
was opened, and in carefully peeling back the adhesions, the commot 


le 


was inadvertently opened transversely to about one-fourth of its diamet 
The choledochus was then dissected free, probed, and found patent throughout 


A cholecystectomy was perfomed. Troublesome hemorrhage was en 
tered from what was supposed to have been the right hepatic vein. 
gall-bladder bed was packed, a tube was inserted to Morrison’s pow 
one into the common duct. 

Following the operation the patient reacted well, but after a few 
she became intensely jaundiced and her temperature mounted, although 
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suffered from acute gangrenous appendicitis with pelvic abscess, for 
an appendicectomy with pelvic drainage was performed. He ran rat 
uneventful course until the eighteenth day when he developed signs ot! 
intestinal obstruction. Inasmuch as the original appendix incision was 
ing profusely, an incision was made in the left upper quadrant 
abdomen and a high jejunostomy performed. Following this, the int 
obstruction was relieved, and the patient did well, although it took two 
for the enterostomy to close following the removal of the tube 

After an interval of about a month, he was again admitted with 
an incomplete intestinal obstruction, but following enemata and other 
cal measures the distention disappeared and he was discharged 
fourth day. 

He remained well for three years, when he was again admitted 
acute history of three days’ duration, manifested by abdominal cram 
sistent vomiting and obstipation. He appeared acutely ill, although hi 
and temperature were normal: The abdomen was distended and ty: 
throughout, not tender. Rectal examination disclosed a high, firm, 
tender mass about the size of an apple occupying the cul-de-sac and apy 
not in the rectal wall. A flat plate X-ray taken at the time disclose: 
intestinal distention. The blood urea was 22, blood chloride 5.1 
blood dioxide 71 milligrams. He was given a hypodermoclysis of 100 


~ 


centimetres of saline solution, and under spinal anzsthesia, the old 
incision was reopened and the abdomen explored. The jejunal loo 
markedly dilated. In the pelvis there was a mass of matted intestine 
together by dense fibrous adhesions. Separating these adhesions, a1 
was encountered which contained about eight drams of thick yell 
which, on culture, grew bacillus coli and streptococcus hemolyticus 
tinal loop in this area was crossed by a firm, dense adhesion, evident 
cause of the obstruction, and just proximal to this was a small per! 
evidently the origin of the abscess. The remainder of the intestine, 
covered with fibrin, was viable. The distal loops were collapsed. ‘Tl 
no evidence of any peritonitis beyond this local area. The band was 
and the perforation in the bowel was closed by purse-string suture, whi 
reénforced with a Lembert of silk. Because of the fact that the pat 
had an intestinal obstruction, and the lumen of the bowel was 
because of the constricting band and the closure of the perforation, 
suture entero-enterostomy was performed between the dilated and 
loops of the intestine. The pelvis was drained by a tube and the wou 
in layers. 

Following the operation, the patient was acutely ill for a few 
was given continuous intravenous of glucose, 5 per cent. The wou 
infected and there was a marked fascial slough. Following this, how: 
made an uneventful recovery. 

Since his discharge he has been well, has gained weight, and thet 
been no untoward symptoms excepting a hernia from his operative wou 
This case is shown because it illustrates the fact that while a high 
tomy relieves the intestinal obstruction, the actual cause of the obst 
may still persist and manifest itself years later, in this case atter ; 
val of three years. Secondly, it shows that in selected cases, the internal 
age of the obstructed loops by entero-enterostomy is not only quite eff 
but it presents a procedure of dealing with intestinal stenosis which 
tainly to be preferred to a resection in those cases in which it is pract 
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Lilienthal he must operate immediately because the patient’s heart 
the axilla and there was tense empyema of the right chest. Doctor 
thal heard the cardiac sounds in the left axilla but he questioned 

the heart was there. A roéntgenogram revealed the heart in its norn 
tion, as in the case of Doctor Moschcowitz. These mesial empyemata d 
they are not particularly rare as secondary conditions and he thou 


should be kept in mind by all surgeons doing work upon the chest 


TWO VARIETIES OF CARCINOMA IN ONE LOBE OF THE TH 
GLAND 

Dr. ALEXxIs V. Moscucow!rz presented a man, forty-six years of 
had always been in good health and who consulted him for a swelling 
ing the left side of the neck. It had existed for about four mont! 
increased rather rapidly in size, and there was some difficulty in sw 
for the past month. On physical examination there was found a tun 
size of an egg, which occupied the left lobe of the thyroid gland. Th« 
portion of this tumor imparted to the examining finger a rather cyst 
The lower and mesial part of the tumor at quite an appreciable distanc 
the previously described mass, and separated from it by apparently 
thyroid tissue, was much smaller than the former and so hard that 
nosis of carcinoma of the thyroid was made without reservation. 

The patient was operated upon November 27, 1928. Exposur 
usual manner and ligation of both the left superior and inferi 
arteries. As the lobe was being enucleated, the previously-mentions 
tumor was accidently broken into and a rather soft and grumous 
escaped, which, on frozen section by Doctor Klemperer, proved 
papillary cystadenocarcinoma of the thyroid. With this assured di 
the entire lobe and isthmus were extirpated. The specimen, sul 
to removal, showed a second isolated tumor near the tracheal att 
of the thyroid gland, which on microscopic examination proved to bi 
rhous carcinoma. 

The patient made an excellent recovery and was discharged he 
teen days after operation. Since his discharge, he has received radiot 
and thus far is in good health. 

Doctor Moschcowitz presented this case on account of the rarity 
condition, namely, two separate and differing carcinomata in on 
the thyroid. 


Dr. CHARLES Gorpon Heyp said that about two years ago hi 
before the society a case of carcinoma of the thyroid which had a 
carcinoma on the right side and an adenocarcinoma on the left. The 
ing feature of the case was the fact that the malignancy on either sid 
not have had a common origin. The carcinoma on the left side had 
downward and backward behind the carotid sheath so that the caroti 
on the left side was anterior to the tumor. Pearson, in England, had 
out that most of the carcinomata of this type had sprung from the 
bronchial rest and were not, strictly, part of the thyroid until latet 
incorporated them with the thyroid gland. The degree of malignan: 
very markedly. In the ordinary cystadenocarcinoma the expectation o 


itv was fair. whereas the scirrhous infiltrated carcinoma was progr: 
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sure of his heart worried him because it seemed unprotected.  H: 
heavy leather pad over it afterward which seemed to reassure him 

Doctor Moschcowitz stated that it had been his experience in a nut 
cases that the costal cartilages redevelop rather well, though somewhat 
larly, after they have been extirpated subperichondrially. In the part 
case shown tonight, the hiatus is already filled in by cartilage 


FRACTURE DISLOCATION OF THE CERVICAL SPINI 
Dr. ALFRED S. TAyLor read a paper with the above title, fe 


see page 321. 
STATED MEETING HELD APRIL 24, 1929 
The President, Dr. Frank S. Maruews, in the Chair 


SKELETAL TRACTION FOR SEPARATION OF LOWER EPIPHY 
FEMUR 

Dr. JoHN J. Moorweap presented a boy, sixteen years of age, w 
first seen by him at the Passaic General Hospital April 21, 1927, with Dr 
J. VanSchott, Jr. Ten days prior he had been struck by the bumper 
automobile and had sustained an epiphyseal separation of the lowe: 
the femur, with such a marked displacement that the condyles and th 
lay anterior and on a level higher than the fracture. Several wm 
attempts had been made under an anesthetic and by continued t1 
reduce the deformity; a transfixion pin was finally introduced in th 
borhood of the head of the tibia just below the level of the tubercl 
weight of twenty pounds was attached to the flexed limb. Within twent 
hours X-ray examination showed beginning replacement. Eight d 
the skeletal traction had been started the reduction was complete. Th 
were gradually reduced and finally removed, with the transfixion pin, 
X-ray June 1 showed firm union. The transfixion wounds were the: 
He remained in the hospital until June 14 and at that time there was 
in the knee from full extension to about sixty degrees. He was see t] 
reporter December 1, following. At that time he had a slight limy re 
was no shortening but there was some adduction of the knee, and fl 
it amounted to about 100 degrees. Now, two years after injury, tl 
ity appears normal aside from the fact that he lacks fifteen degrees full 

The efficacy of skeletal traction where other means fail is agai 
in this instance. An interesting and important feature here is that 
been no interference with the growth of the limb, probably due to 
that this patient was at the time of his injury sixteen years of ag 
epiphysitis at that age-period apparently is not as serious a growtl 
rent as it appears to be earlier in life. In another almost identi 
a younger boy, transfixion was used successfully after the laps 
days. In this case, however, epiphyseal damage was evident and th¢ 
of the limb was impaired. That, however, is in no manner ascril 
the transfixion. 


ARTHROTOMY FOR HYPERTROPHIC OSTEO-ARTHRIT! 
Dr. JouN J. Moorneap presented a man, forty-two years ot 
the following history: He was first seen January 17, 1927. His rig! 
joint trouble began twenty-six years ago following a football accid 
was stated at that time that his cartilage had been displaced. He wore a brac 
on the knee for three years and the joint “went out” at intervals after slight 
exertion. This, however, ceased some six or eight years ago. The 
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The device now presented does all that the “4rticulator’ did and 
tion is portable, so that it can be brought to the patient anywhere tl 
tricity is available. The present experimental apparatus weighs si 
pounds, is thirty-five inches long and seven inches high. A universal 
will be provided so that it can be 
with direct or alternating current 
final form the weight will be red 
about forty-five pounds. The ad\ 
of a machine of this sort ar 
when it is realized that no fractur 
location is in reality set by setting tl 
but rather by setting the muscl 
tendons which keep the bone in a di 
position. Any form of intermittent 
tion will act better on elastic mus« 
tendons than continuous tractio1 
the relief of stiff joints, intermittent 
tion is of course a well-establishe 
ciple. He had found in_ his 
experience with the apparatus 
could obtain traction up to ninety 
and that he could manipulate th 


ments in a fracture after they | 





distracted during the period wil 
machine is in a period of diastol 
practice is to gradually increas¢ 
until he has obtained very free 


and very free false motion and the: 


the machine in a period of contracti 





mould or manipulate the fragment 





if they apparently lock, then rela 
sion and apply splintage. The 
of course is to do this under th 
scope, and in certain fractures 


sible to apply a circular plastet 





casing down as far as the fractut 


Fi I Device for manipulations 
quired in the treatment of f1 
locations and stiff joints 


to leave a gap over the fractur 
plaster on the rest of the limb. W1 
fracture has been aligned, the gap between at the fracture site is thet 


with plaster and the casing is complete. 


LONGITUDINAL FRACTURE OF THE PATELLA 
Dr. Joun F. Connors presented a man, who, February 20, 1929, 
and fell to the floor, striking his left knee. He was able to walk and 
pain or swelling. One hour later there was severe pain in the knee and hi 
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was able to fle eg only shght .' Shght velling was é 

ness. An X-ray, taken in the usual positions, showed no signs 

The following day the swelling had disappeared. On the third d the kn 
began to swell ar upon measuring, the 


injured knee was one and one-halt inches 
large! than the other \nother X-ray re 


vealed nothing here was no pain and at 
the end ot this day the swelling again dis 
appeare’ On the tth day the swelling 
reappeared accompanied by some pain, but 
with no loss ot function, except that he 


was not able to » upstairs with his left 


leg as well as oht \t this time 
a stereo?! iph en which revealec l 
longitudinal t1 the patella. ( Figs 
2 al Chi é is Stl ipped cia 
mond shaped ster the | itella 
being left uncovers He has completely 
recovered his function and has slight pain 
on stormy days, not at the joint but about 
two inches above int quadriceps tendon 
Scudder s that longitudinal tra 


tures ot the pat occur and should not 





be overlooked \ 1 irrent joint effusion, 

such as occurred in this case, would sug Longitudis 

gest the true cor Stimson passes it Leg st 

over with this statement: “\ ertical fractures are due to direct viol 

rarely show muc!] placement.” Roberts and Kelly, in 1921. reporting 1400 
tures which fifty-five were the 


patella, saw no cases, but in a later issue 
ey cle S( ribe two cases. 

lhe speaker was of the Opinio} that 
many instances these cases are overlooked 
for the reason that it is difficult to show by 
the X-ray, particularly when there is mucl 


ettusio1 lhe best picture of this case was 
23 } : 41 ; j 
ide Dy flexing the knee and placing ( 
ite il the lowet borcdet oO! the ate 

he X-ray passil from above downw 


AVULSION FRACTURE OF THE CORA 


Dr. JoHN F. CoNNors presented a 
man, thirty-eight years of age, who was 
Longitudinal fract f the patella) injured in an automobile accident. He 
was thrown from his seat striking his 





right shoulder. Immedi 


itely after the injury he had severe pain with com- 
plete loss of functior He was taken to a hospital in another state where 
he was X-raved and a diagnosis of fracture of the right humerus was 
His arm was strapped to his right side with a pad in the axilla and it was 
kept in that position for four weeks. When the strapping was removed the 
function was in no way 1m] roved and any etfort to use it caused a oreat 
deal of pain. Seven weeks following the injury he was able to resume his 


luties as a house cleaner. but the return ot function was a verv slow process 
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March 13, 1929, he came to the clinic at Harlem Hospital, compl 
of stiffness in the right shoulder with limited range of motion but not e1 
to prevent him from working as a house cleaner. Examination on thi 
showed that the prominence of the right shoulder was considerably decr 
no peri-articular tenderness, abduction of the right humerus to an at 
about seventy-five degrees, external rotation about fifteen degrees and int 
rotation about forty degrees. An X-ray taken on this date revealed a1 
sion fracture of the coracoid. 

Since that time the patient has been receiving physiotherapy. At pr 
the range of motion is practically normal and he is able to attend 
regular daily duties. 

It is obvious that in this case the dislocated ccoracoid process Ww: 
taken for a fracture through the greater tuberosity of the humerus. In 
ing the literature there is little said of this condition, although Spec 
it is not uncommon and is caused by direct violence, such as by tackli 
football and muscular action. Perhaps some of these cases of avulsiot 
ture of the coracoid have been treated for a fracture of the greater tul 
ity of the humerus; but Cotton says, in the “Archives of Réntgenol: 
October. 1919, “that fractures of the greater tuberosity of the humeru 
rare.” This case serves as a good illustration of conservatism and show 
anatomical position is not essential for obtaining function at or near 

Dr. RALPH Cocp said that in July, 1928, a man was admitted to the 
man Street Hospital, who had fallen from a scaffold and landed on his 
der. He treated himself for two days, but finally came to the hospital 
his arm held in absolute abduction and no motion in the shoulder-joint 
showed a fracture at the base of the coracoid with a rotation of the 
of about ninety degrees ; the tip of the coracoid being pulled downw 
inward. He was at first treated in abduction, but inasmuch as the pair 
sisted and the fragment remained rotated, it was deemed advisable to 
the coracoid. This presented no great technical difficulty. Following th 
tion the arm was kept in abduction for a period of two weeks whet 


motion was instituted. He was then lost sight of for a period of six mont! 


when he was seen in the Follow-Up Clinic. His functional result was po 
there was marked limitation of all motion at the shoulder-joint, alt! 
there was no pain. X-ray taken at this time showed that the conoi 
trapezoid ligaments were calcified and, in addition, there appeared sot 
cification of the other muscles. In the experience at the Beekman Street 
pital, fractures of the coracoid are extremely rare. In fact this is tl 
case ever noted there. Doctor Colp felt that if there were any cases 
future, the conservative method would be more conducive to bettet 
than the removal >f the body of the coracoid. 


LIPOBLASTOMA OF THE NECK 


Dr. E. W. Peterson presented a child, now about three and on 
years of age. He was born at the ninth month of gestation, the lab 
normal, birth weight was six and three-quarter pounds. The infant cut hi 
teeth at five months, sat alone at seven months, talked and walked at 
months of age. At about two years of age, following an attack of acut 
there developed a swelling just back of the angle of the jaw, on the left 
which apparently involved the left parotid gland. A diagnosis of mum 
made at this time. However, the swelling did not disappear, but incr 
size, and after six weeks the child was sent in to the Babies’ Ward of the 
Graduate Hospital with a diagnosis of “cyst of the parotid gland.” 
time was there any pain, redness or evidence of acute inflammatio: 
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MULTIPLE RESECTIONS FOR CHRONIC OSTEO-ARTHRI 


Dr. Henry H. M. LyLe presented a woman who, at the age otf 
one, entered his service at St Luke’s Hospital, in \pril, 1Q24. She \ : 
poorly nourished 
showing the typi 
sions Ot a long SI 
ankylosing polyart! 
She was helples 
practically bedridde: 
could not feed het 
take care of the o1 
toilet necessities 
Vhirty years ago, 
this patient w 


years old, she ap] 





had a severe 


Still’s disease 


Fic. 4 Wrist nd fingers nkylose The left thumb 
fixed in the palm The right is nkylosed and is forcing he joints to he 7 1. 
He WVO ( 
inklylosed index toward the ult J ‘ 


the proximal 
langeals, then the metacarpophalangeals, the wrists, elbows, shoulders 
spine, knees, hips, lumbar spine, etc. Although the involvement 
metrical and assumed the usual centripetal 
advance the joints of the right side were 
attacked first. 

The conditions of these structures and 
the problems to be solved are best shown 
by the accompanying photographs and 
radiographs. (Figs. 4-11.) The joints are 
ankylosed in various unphysiological post 
tions and with the exception of the hip and 
knee, ankle, and shoulder all the joints 
have been completely destroyed. The med 
ullary canal of the humerus passes directly 
into the canal of the radius and ulna and 
these latter into the carpals, and the med 
ullary canals of the metacarpal pass into 
the phalanges. 

It was decided to attack the joints of 
the left arm in the following order: Wrist, 
fingers, elbow, shoulder and the _ right 
thumb. The patient’s poor general condi 
tion made the ultimate result doubtful and 
we considered it better judgment not to 
depress her general morale by rendering 
both arms helpless at the same time. 

\pril 26, 1926, a combined partial 
resection and arthrodesis of the left wrist Fic Lterenesterion 
was performed, the wrist being fixed in wrist, . Note ankylosed | 
30 per cent. dorsal flexion. In addition, as 
an arthroplasty of the first metacarpophalangeal joint was performed 





coming the contracture and freeing the thumb from the palm. After 
bilization of the wrist a ring extension splint was worn to overcon 
stretch the flexor tendons. <A fair grasp for light work was obt 
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her full weight on her elbow-joints. This proves conclusively their st 


Further work is in progress on the small joints of the hand. 
The patient, thanks to her intelligence and will power, has now 


a wage-earning member of the community. She has contributed stot 


one of our best magazines and now has had a scenario accepted 


IMPAIRED SHOULDER FUNCTION 
Dr. DonNALD Gorpdon read a paper with the above title, for w 
page 34I. 
Dr. ROBERT . Morris asked Doctor Gordon how he classifies 


function at the shoulder-joint, occurring after amputation of the brea 


these patients have suffered for a certain length of time adhesions ha 


found which require breaking up, but there is a limitation of moveme 
has no relation to the loss of muscle. One other point: where there 


ondary 


with per] 


hesions 


the cart 


synovial 





ntectio1 


shoulder, 


Fic. ¢ Left elbow show ng bony ankylosis Note that medullary cavity |: 
of humerus connects directly with those of the radius and ulna A similar plan 15 
condition is present in right elbow 


a lubricant 


remains for a long time. Doctor Morris uses one ounce of borog! 
three ounces of glycerine, and four ounces of Ringer solution, ot 
saline solution, in an eight-ounce mixture. It is hygroscopic an 


toward itself interstitial infiltrates of tissue about the joint so that infl 


tory pain may be relieved immediately or very promptly; sometimes 


an hour in an old painful knee-joint. In the shoulder two or three 
drachms may be injected but only a few drops for a carpal arti 
The knee-joint will sometimes take more than an ounce of this 
synovial fluid. 


rougheni1 


lessening 


' 
( 


Dr. WALTER M. BricKNeER criticised Doctor Gordon’s descriptior 


stiff shoulder that is sometimes left after a Colles’s fracture as a 
matic, extra-articular lesion that results from the patient’s effort to 


lize his forearm by splinting the shoulder. This shoulder stiffness 


all common in association with Colles’s fracture and, in Doctor Bri 
experience, individuals with fractures at the wrist do not splint thet 
ders. The occasional stiffness of the shoulder has been clearly descril 


Sir Robert Jones as an injury to the joint, a subacute traumatic artht 
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as Jones has also « 


with the Colles’s fracture by transmission of the force to the s 


when the indivi 
| Joctor ( rord 
the subsidence 


of the pain of 


an acute suba 
cromial bursitis 
is due to mus 
cle contracture 
Doctot1 Brick 


ner thought that 


this 1s not the 
entire explana 
tion In these 
cases adhesive 


bursitis and su 
praspinatus ten 


und 


donitis the 


acute symptoms 


MPAIRED SHOl 


LDER FUN‘ 


lled it, 


“stubbing of the shoulder.”’ 


rION 


OCCUTTING 


falls upon his outstretched arm 


the 


still pre sent 


Cslon ire | 


\lore often the converse picture 





Fic. 9 I 


in abduction 


In describing the 


Doctor Gordon very clearly emphasized the importance of abduction 


treatment of, 


the prevention and 
reminds us that the muscles attached to the upper end 


out fan-like or cone-like to the shoulder girdle and chest: and when 


when 


CS1x (] 


resect f both el ws 


+] 


] 


ly, peri-articular lesions and 


the cure of shoulder disability. 


ws 


tio 


shoulder disability 


he arm is raised about 70° or 


obtains, namely, 


atter the subside nce 


especially on cert 


tions, persists 
motion has been 
It is common! 


and taught that 


f ec ted shoulde rs tl 


ula does not 
move in 
the arm is 
right angle with 


In Doctor 


rience this vari 
lifferent indivi 

Cis not uncommot! 
the scapula partici 


even less 


of joint 


Sir Robert 


abductior 


7 4 7 
elevates 


Brickner 


lual 


structures and the mechanics concerned in the sl] 


fractures, 
fr mes 


of the humerus 
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is abducted to or just beyond a right angle, the resultant pull of 


to 


muscles is in the axis of the humerus, but if the arm is allowed 
a position nearer the body there is cross torsion by some of these mu 
On the importa 
value of abductio1 
treatment of mat 
der conditions, 
ould be entire 
with Doctor '( 
\arious metho 
employed to secut 
abduction, and vet 
monly used is fix 


right angles in 





of movement plane splint or pla 


lic. _10.—Superimposed photograph showing range 


at elbow 
In the treatment 


acute and chronic subdeltoid (subacromial) bursitis, of other vari 


peri-arthritis of the shoulder, of fracture of the greater tuberosity 


the 


in many cases of fracture of the anatomical or surgical neck of 
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Guards a) 


uminur 
Back 
Fr Drawing ide by the patient, of the splint wort 
her to exemplify the functional use of her hand 


Doctor Brickner has found quite the most satisfactory abduction 


that method which he described some years ago—a non-immobilizi1 
With the patient re 


matic and easily regulable abduction in bed. 
upon an incline of pillows he abducts his arm as far as he can comi 
In this position it is supported by small pillows 
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In regard to Doctor Morris’ question. He was trained to strap th 
the mastectomy case close to the side of the body with the forearn 
the chest. He does this still until there is no tendency to a painful 
on abducting the arm. The time for this varies and is proportionate to th 
individual’s reaction, tension of sutures, and degree of healing. T| 
necessary is from six to ten days. The arm is then loosened and 
lary pad and sling are used which gradually afford room for movem 
necessity. Then the patients are instructed to proceed with the oth 
cises before atrophy of disuse develops. If movements are institute 
quickly on breast cases, he believes they develop a protective spasm 


turn contracture, 
He was speaking of extra-articular lesions and not intra-articula 


He has not injected any joints. 

In answer to Doctor Brickner’s question. This was only his 
experience. He believes that in the mechanism of production of a | 
fracture, there is an injury which can take place at the shoulder, but 
he speaks of is not that type; but one where the painful fracture is 
erly splinted. Doctor Gordon said he was acquainted with Doctor B 
method, but in the cases he has tried it on, he could not get the patient 
up far enough on account of pain. It was purely a matter of a sim] 
cedure for which he had not the proper technic, although it will 
work, and is a very essential technic with which to be familiar 

In regard to subacrominal bursitis being toxic. He has seen 
up without manifest focal infection, and he has seen them de 


rapidly clear up with little treatment upon removal of focal 


iIntect 
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WALLED IN APPENDICEAL ABSCESS IN AN INFANT EIGHT 
MONTHS OF AGE 
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abscess was profuse. On the second day following, a blood transfusion was g 

neck vein. Soon after the temperature fell and varied from 99° to 1o1° for 

seven days. The baby took feedings well and, although the wound drained 

good progress was made. March 30 he experienced a severe gastro-intestii 

with vomiting and diarrhcea which necessitated the use of parenteral fluid, 

gradually straightened out. He went home from the hospital April 4 Phe 

continued in marked quantity, gradually ceasing, and the sinus became complete! 

by May 27. Joun C. S. Battriey, M 

Port Huro 
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AN INTESTINAL TROCAR--TRACTOR 

[ HAVE used with satisfaction for five years a new cork-screw 
intestinal trocar (photograph half size) which can be used as a tract 
the perforated coils are completely within the lumen of the gut, and 
reason prevents collapse, angulation and consequent contaminatior 
of puncture. After fixation of the di 
intestine with Allis’ clamps, a provision 
string is applied at point of puncture. Wit! 
tinuous suction the trocar is screwed 
distended gut and ample time is taken 
tion. As a tractor the now hooded trocat 
pulled well outside the incision and any possibl 
contamination can be safeguarded. 1 
and injection of saline solutions can ly 
nately applied by first shutting off manu 
lumen of the intestine below and above tl 
ture. When the trocar is being withdraw: 
continuous suction by being unscrewed, the purst 
string should be tied and subsequently reé1 


with interrupted sutures, finally stitching light! 





the omentum to this area. The menace 
methods of puncture of hyperdistended intes 
tines is herniation of the rugous mucous 
brane through the separation of fibres of the muscular layers of the i 





espi<cially at the periphery, and this menace can be mitigated by 


puncture more especially when applied to the lateral walls of the intestin¢ 
where the layers of muscles are less attenuated. This trocar is not suitabl 
for permanent drainage. Ropert M. Harsin, M.D 
Rome 
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BOOK REVIEWS 


PRINCIPLES AND Practice oF Minor Surcery, by Epwarp 
Foote, M.D., and Epwarp Meakin Livineston, M.D. Sixth editior 
large octavo; pp. 755. New York, D. Appleton and Co., 1929. 


The progress of modern surgery is well illustrated by the size and 
of this book. It is twenty-two years since the first edition appeared i1 
During this period, the demand for it has occasioned repeated editio1 
now the sixth edition appears in this large and elaborate volume, in th 
aration of which the original author has summoned to his aid a y 
teacher. The important surgical positions which the two authors hav 
and in which they still continue to work make their teaching quite aut 
tive and warrant the statement that such teaching represents th 
accepted methods in the schools of the city of New York. 

While it is true that the field of minor surgery is the only one int: 
the average practitioner should ever enter, and is also the one in whi 
surgeons find the majority of their patients, it is also too often true, es] 
in these latter days, that the average practitioner is often willing to 
into the fields of the most formidable major surgery, especially wh« 
ing with conditions that involve the abdomen and the pelvis. Theré 
excuse for this, however, in the fact that the average practitioner n 
is one who has enjoyed not only a prolonged professional training, but 
had his one or two years hospital training as an interne, so that he 
a degree of surgical skill and experience which need no longer confine 
minor surgery. On the other hand, the increasing frequency of 
resulting from the industrial and automotive conditions of the pres 
have widely increased the demands in the field of minor surgery. The 
of asepsis likewise have not only increased vastly the extent of th 
field, but have introduced into surgery new responsibilities of great 
tance. The authors of the present work have not contented themse!l 
the suturing of wounds, the opening of abscesses, the application o1 
and the treatment of superficial and minor external affections, but ¢ 
field to include the spinal tap, the treatment of syphilis, tuberculosis 
infective diseases, many tumors and congenital defects. 

The illustrations are numerous and excellent in their charact 
descriptions of various conditions and procedures are brief, cleat 
tical. As will be seen, the book is far from being a pocket manual, 
as it should be, for no pocket manual could do adequate justice to tl 
tions which this books attempts to describe. 

Lewis S. Piv 


EDITORIAL ADDRESS 


The office of the Editor of the Annals of Surgery is located at 
115 Cambridge Place, Brooklyn, New York. A\ll contributions for 
publication, Bocks for Review, and Exchanges should be sent to 
this address. 

Remittances for Subscriptions and Advertising and all business 
communications should be addressed to the 

ANNALS of SURGERY 
227-231 South Sixth Street 
Philadelphia, Penna 


480 


